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gn Memoriam. 


FRANCIS HENRY CHAMPNEYS, Barr. 
M.A., M.D. (Oxon), F.R.C.P. (Lond.). 


It is with profound regret that we have to record the death of the 
Chairman of this journal, Sir FRANCIS CHAMPNEyYsS, on July 3oth, 
1930. To his fellow Directors, and to the Editor, his departure 
is a personal bereavement, for he was respected, trusted, and loved 
by them in no ordinary degree. He was the doyen of British 
obstetrics, and had for many years ceased to practice. He 
represented the period at which gynecology was in the bud, and 
he made no secret of his disapproval when the bud opened into 
a spectacular surgical flower. He was the last of the Old Guard 
of Obstetricians, but while he refused himself to follow the advance 
into new territory, his attitude towards those who did so remained 
sympathetic and understanding to the end. He was therefore 
welcomed as a colleague by’ men who were much younger than 
himself, and were engaged in a kind of work from which he had 
openly dissociated himself in previous years. In his later years, 
at any rate, he never sought to impose his conservatism upon 
others; he was tolerant of the strong surgical bent deyeloped by 
gynecology particularly, and by obstetrics to a less extent; his 
innate courtesy and fairness of judgment restrained him from the 
too common error of attributing venal motives to those engaged in 
work of which he did not approve. 

He hada very high sense of duty ; his hospital work he regarded 
not so much as a means of reaping financial reward, but rather as 
a species of public service, and he often deplored the apparent 
tendency, which he thought had become evident in recent years, for 
members of the Honorary Staffs of our great hospitals to use their 
position for selfish motives. 
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This high sense of duty carried him cheerfully and busily 
through the last twenty years of his life. The Central Midwives 
Board, the General Medical Council, this Journal, and the recently 
established British College of Obstetricians and Gynecologists, 
all engaged his interest, and he gave of his best to each and all 
of them. He was quick to grasp the possibilities for useful work 
which the proposed new College offered, and it is not too much 
to say that he flung himself with enthusiasm into the difficult work 
of launching it. When serious and unexpected obstacles arose in 
the path of the new College he never wavered, ‘‘never doubted 
right would triumph,”’ and his attitude was the greatest help and 
encouragement to his colleagues; and when we recollect that at 
that time he had passed his 80th year we see what a great-hearted 
courage he possessed. 

Champneys was a man of deep religious conviction which, 
acquired in early life, he never afterwards appeared to question. 
Yet he never intruded this side of his character—indeed to many 
it was unknown and even unexpected. He was no proselytizer, his 
outlook was too broad and too charitable for that, but he was 
fortunate in being able to profit throughout his life from the 
steadying influences of religious conviction and practice. 

His active life was for the first time seriously interrupted when 
in 1927 he underwent a severe operation: from this he made a 
good recovery and renewed all his occupations. After two years 
his health began to fail and he was compelled gradually to relin- 
quish the tasks by which he set such store. For two months before 
his death he was practically confined to bed by a trying rather 
than a painful illness, and he remained cheerful, courteous, and 
interested up to the time when the present writer last saw him, 
eight days before his death. 

In taking leave of him we bid farewell not to a great man, but 
rather to a high-principled and high-hearted leader to whom no 
one ever looked for help in vain. His life brings irrestibly to 
mind Sir Henry Wooton’s lines :— 


How happy is he born and taught 

That serveth not another’s will; 

Whose armour is his honest thought, 
And simple truth his utmost skill! 
This man is freed from servile bands 
Of hope to rise, or fear to fall; 

Lord of himself, though not of lands, 
And having nothing, yet hath all. 

—T. W. E. 
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The funeral took place at Hampstead Cemetery on August 2nd 
after a service at St. Alban’s, Brooke Street, Holborn, conducted 
by the Rev. G. A. Collinson and the Rev. E. Southam (son-in-law). 
Those present at the service included Sir John Rose Bradford 
(President of the Royal College of Physicians), Sir William Hale- 
White (representing the Royal Society of Medicine), Professor 
Blair Bell, Professor Fletcher Shaw and Mr. Eardley Holland 
(representing the British College of Obstetricians and Gynzco- 
logists), Dr. Cuthbert Lockyer (representing the Samaritan 
Hospital), Mr. J. P. Hedley (representing the General Lying-in 
Hospital), Miss Doubleday, Miss Greaves and Mr. H. E. Westley 
(representing the Central Midwives Board), Captain J. A. Camp- 
bell (Secretary, Hostel of St. Luke), Miss Rosalind Paget (repre- 
senting the Midwives Institute), Sir Thomas Barlow, Sir D’Arcy 
Power, Dr. Herbert Spencer, Dr. Duncan Duncan and the Editor 
of the Journal of Obstetrics and Gynecology of the British Empire. 
Among those ‘present at the Cemetery were Professor Blair Bell, 
Professor Fletcher Shaw and the Editor of this Journal. Included 
in the large number of beautiful flowers was a wreath “‘in grateful 
memory, from the Directors of the Journal.” 


A memorial service for Sir Francis Champneys was also held 
on August 2nd at St. Bartholomew-the-Less, within the pre- 
cincts of St. Bartholomew’s Hospital. Minoy Canon Hopkins 
(St. Paul’s Cathedral) conducted the service. Among those present 
were: Sir John Bland-Sutton, Sir D’Arcy Power, Sir Holburt 
Waring, Dr. W. S. A. Griffith, Mr. Girling Ball (Dean of the 
School), Dr. Wilfrid Shaw, Mr. Harold Wilson and the Matron 
of the Hospital. 


The following notice has been compiled from various sources, 
and the Editor has to acknowledge, with gratitude, the kind assist- 
ance of many of Sir Francis’s friends and fellow-workers, in 
addition to those quoted in the text. 


Francis Henry Champneys, who died on the morning of July 
30th, at his home, Littlemead, Nutley, Uckfield, Sussex, was born 
on March 25th, 1848, as the fourth son of the Very Rev. William 
Weldon Champneys, vicar of St. Mary’s, Whitechapel, and after- 
wards Dean of Lichfield. His paternal great grandfather was 
Vicar of St. Pancras and Sub-Dean of St. Paul’s Cathedral; his 
grandfather was also in Holy Orders. Francis’s elder brother 
Basil, a -well-known architect, edited the Memoirs and Corres- 





424 Journal of Obstetrics and Gynecology 


pondence of Coventry Patmore (1g00) and designed important 
buildings at Oxford and Cambridge; a younger brother, Arthur 
Charles, who was a boy and later assistant master at Marlborough, 
was part author of the history of that public school (1893). 

He had three children; his eldest son died in 1915 of wounds 
received in action during the Great War; his only daughter 
married the Reverend Eric Southam, of St. James’, Bournemouth. 
His second son, who succeeds him, is Weldon Dalrymple-Champ- 
neys, who was born in 18g2, and in 1926 married Ann, only 
daughter of Colonel Arthur Spencer Pratt, C.B., C.M.G., of 
Orford Hall, Surrey. Sir Weldon Champneys served in the Great 
War from 1914-19, having been wounded in 1916. He is Captain 
(Reserve), in the Grenadier Guards, M.D. of Oxford, and holds 
an appointment in the Ministry of Health. 

The family to which he belonged is descended from Garcias de 
Ximenes, King of Navarre and Count of Champagne, whence the 
name, which was originally Champenois. The founder of the 
English branch, Sir John Champneys followed William of Nor- 
mandy to England, and his name is on the roll of Battle Abbey. 

Champneys entered Winchester College as a scholar in 1860. 
He was always passionately fond of music and was no mean 
executant. During part of his time at school Wesley was organist 
both at the Cathedral and at the College, and coached him to sing 
the grace at Election Time. Champneys remembered particularly 
Wesley’s accompaniments to his fine tune ‘‘Hampton,’’ making 
it quite a different thing from the bare tune as it appears in the 
‘‘European Psalmist.’’ He also had vivid recollections of the 
weird effects sometimes produced by the Cathedral organ tuned 
to uneven temperament. He had an organ, which he loved 
to play, in his house for very many years up to the 
time of his death. He composed anthems, contributed five 
tunes to ‘‘Hymns Ancient and Modern,’’ and wrote articles in 
the Dictionary of Musical Terms (1876), compiled by Sir John 
Stainer and A. W. Barrett. In his History of St. Bartholomew’s 
Hospital Norman Moore said that ‘‘as a learned and admirable 
musician he benefited the school of St. Bartholomew’s by encourag- 
ing the practice of music there.’’ His interest in music continued 
throughout his life, and about the year 1878 he collected a small 
temporary choir for a performance of Locke’s Macbeth. From 
this a society was formed for the study and revival of madrigalian 
and especially Church music. Among other works the choir 
revived Astorga’s ‘‘Stabat Mater,” and gave what is believed 
to have been the first performance in England of Bach’s 
‘Magnificat’? as the composer wrote it—that is, with Bach 
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trumpets, instead of hautboys, and without additions or omissions. 
This choir, which used to meet at Lord Congleton’s house in 
Bryanston Square, and afterwards at Champneys’ house in 
Brook-street, lasted 20 years. He had been a member of the 
council and of the executive committee of the Royal College of 
Music for over 15 years. 

Music was not the only form of Art to which Champneys was 
devoted, and the following note of his friendship with the Pre- 
Raphaelites has been contributed by his son, Sir Weldon 
Dalrymple-Champneys : 

‘* He came into close contact with the Pre-Raphaelite Brother- 
hood, more especially with G. F. Watts, through his wife, whose 
mother, Lady Dalrymple, and aunts, Lady Somers, Mrs. Prinsep 
and Mrs. Cameron (the famous Pattle sisters), were intimate friends 
of these artists. Mrs. Prinsep’s home, Little Holland House, was 
for many years the meeting place of Watts, Burne Jones, William 
Morris, Dante Gabriel Rosetti, Thackeray, Dicky Doyle, Maddox 
Browne and many other teachers of the artistic and literary world 
of the period, and it was here that Watts and Burne Jones lived 
for some time as Mrs. Prinsep’s guests. Watts was one of the 
greatest friends of Champneys and his wife in their early married 
days, and his kindness to them at that time was a subject of which 
Champneys often spoke with the most affectionate gratitude. 

“Lady Dalrymple and Lady Champneys were Watts’ models 
for many of his pictures, and five portraits of them, by him, were 
for the first time on view in public at one of the first exhibitions 
at the White City.” 

The following account of his career at Oxford and at St. 
George’s Hospital has been contributed by Sir HuMpPHREY 
ROLLESTON :— 


‘After six years (1860-66) as a scholar at Winchester, where 
he came under the influence of Samuel Sebastian Wesley, then 
organist of the Cathedral and School, Champneys went to Oxford 
in October 1866; but instead of going to William of Wykeham’s 
foundation—New College—which is closely connected with Win- 
chester, he entered as a commoner at Brasenose, where his father, 
William Weldon Champneys, Vicar of St. Mary’s, Whitechapel 
(1837-61) and Dean of Lichfield (1868-75), had been a scholar and 
fellow. At that time Walter Pater, the master of English style 
and inventor of the word ‘‘zsthetic,’’ was tutor and junior dean; 
but it seems unlikely that with his then somewhat unorthodox 
religious attitude he appealed much to Champneys who, bred in 
a clerical atmosphere, was probably more interested in healthy 
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athletics than in the questionings of philosophic doubt. In 1868 
he rowed bow in the College four for the Stewards’ Cup at Henley ; 
this turned out to be an historic event, and its influence may most 
conveniently be shown by quoting from his obituary notice in the 
Times of 31st July: ‘At that time the idea of rowing in a coxswain- 
less four was new, and the Brasenose crew of that year, in which 
the late Mr. W. B. Woodgate was the leading spirit, wished to 
start without a cox. Their boat was specially designed asa cox- 
swainless four, but the Stewards insisted on their having someone 
to steer. The crew accordingly took a man on board at the Island, 
who sat across the canvas and instantly dropped overboard at the 
start. Brasenose won easily, but were disqualified. Their action, 
however, caused a special prize to be given for coxswainless fours 
in 1869. The crew of this boat was made up as follows :— 


st. Ibs. 

F. H. Champneys, Bow Ago tots. et 

2 R. F. Ramsey haar gi be tigated” Co aba 11 
WN ee SS hc hee hae cal, ie ee 
We, hs a ces eee ee ee ee 


He also rowed in the trial eights in 1868-9, and was captain of 
Boats in 1869.’ 


‘Though always deeply religious and a scholar, Champneys did 
not follow his father, grandfather, and great-grandfather’s example 
by entering the Church, but read natural science and in the 
Michaelmas term of 1870 was placed in the first class of the final 
schools in natural science by the examiners, one of whom was 
Joseph Frank Payne (1840-1910) then a fellow of Magdalen 
College, Oxford and later physician to St. Thomas’ Hospital and 
Harveian Librarian at the Royal College of Physicians. Among 
the other three in the first class were Seymour J. Sharkey (1847- 
1929) whose life and activities ran on lines so nearly parallel with 
his own, and Christopher Childs (1847-1928) who was for a short 
but strenuous time science master at Uppingham, when typhoid 
fever necessitated removal of the school, and afterwards was much 
interested in sanitation and epidemiology. In 1871 Champneys 
entered the medical school of St. Bartholomew’s, and in that and 
the following year two papers appeared by Frank Champneys, 
B.A., in the Journal of Anatomy and Physiology, (V1, 176; 427), 
the first on the muscles and nerves of a chimpanzee and Cynocepha- 
lus anubis, dissected at Oxford, and the second on a communication 
between the iliac and portal veins, observed in the dissecting room 
at the hospital and showing his knowledge of comparative anatomy. 
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‘The form of his Christian name used in these, his first, 
professional publications fitted his open personality very happily. 
He had been a pupil of my father at Oxford and often came to our 
house; probably I remember him best when later he paid visits 
to Oxford and was full of happy energy and a keen raconteur. In 
1872, being qualified by his first class in the Natural Science School, 
he was elected a Radcliffe Travelling Fellow, his predecessor in 
1870 being E. Ray Lankester, and his successors Seymour J. 
Sharkey in 1873 and Samuel West in 1874. Half of the three 
years’ tenure of this fellowship had to be spent abroad, and 
accordingly Champneys worked at Vienna, Leipzig, and Dresden, 
and at the last of these medical centres held an appointment at the 
Royal Lying-in Hospital. On his return to London he qualified 
M.R.C.S. and B.M. Oxford in 1875 and in the same year was 
appointed Medical Registrar at St. Bartholomew’s; in the follow- 
ing year he was admitted a member of the Royal College of 
Physicians of London, and married Virginia Juliana, daughter of 
Sir John Warrender Dalrymple of Luchie, North Berwick. In 
1877 he added to his work at St. Bartholomew’s that of casualty 
physician, which consisted in rapidly seeing, sorting out, and 
treating a large number of patients in the surgery from 9 a.m. 
onwards; the value of this post was once summarily dismissed 
by the late Samuel Gee as being exactly a hundred pounds a year 
and no more, which of course was the honorarium. His colleague 
in this school of making rapid facial diagnoses and distributing 
tickets for admission to out-patient departments, or stock medicines, 
was the late Poet Laureate, Robert Bridges (1844-1930) who, in an 
account of the casualty department, published in the Hospital 
Reports (1878), calculated that in thus seeing 30,000 patients, more 
than two-thirds new cases, in the year, he devoted one minute and 
a quarter to each. 

‘‘On 17th November, 1880, he was elected Assistant Obstetric 
physician to St. George’s Hospital; this appointment had been 
in abeyance since 1875 when Robert Barnes, who had previously 
been obstetric physician at the London and St. Thomas’s Hospitals, 
was elected to the same post at ‘the Corner.’ When Barnes vacated 
his post in 1885 at the age of 68, Champneys became obstetric 
physician and, as no assistant obstetric physician was appointed, 
he carried on the entire work of the department during his term 
of service. This naturally necessitated some arrangement when 
he was away in the summer holiday season, and it would seem 
strange that his deputy should have been the head of a rather 
distant specialty—ophthalmic surgeon to the hospital—until it 
was recalled that R. Brudenell Carter had been a country prac- 
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titioner until he was forty. Champneys showed his deep respect 
and admiration for the teaching of Matthews Duncan, the 
Physician-Accoucheur and lecturer at St. Bartholomew’s Hospital 
(1877-90) in a remarkably practical manner, namely, by attending 
his 9.0 a.m. lectures at the hospital, considerably after his appoint- 
ment to the staff at St. George’s. Barnes and Matthews Duncan 
did not see eye to eye, and were outspoken critics of each other’s 
views; but no doubt Champneys’ genial tact stood him in good 
stead when, as may well have been the case, occasion arose with his 
hospital colleague at the West End; but of this I cannot speak 
with any personal knowledge. In March, 1890, (being then assis- 
tant demonstrator of anatomy at St. Bartholomew’s and there were. 
about twenty men waiting for vacancies among the physicians), | 
was elected Curator of the Museum at St. George’s Hospital, a 
posi which entailed making all the necropsies, and was regarded 
as the stepping stone to the medical staff. Champneys’ encourage- 
ment and help in connection with this step will always be 
a grateful recollection. In January, 1891, he returned to his old 
hospital on the gratifying invitation to take the place vacated by 
the death of Matthews Duncan on 1st September, 1890, W. S. A. 
Griffith becoming Assistant Physician-Accoucheur in the place of 
Clement Godson who retired at this juncture. In connection with 
Champneys’ hospital migrations history to some extent repeated 
itself, for in 1867 Henry Power (1829-1911), who was educated 
at the Smithfield Hospital, was elected to the new post of ophthal- 
mic surgeon at St. George’s, and three years later returned to 
St. Bartholomew’s as the first ophthalmic surgeon to the new 
department for diseases of the eye.” 


Of his work at St. Bartholomew’s Hospital, Dr. J. D. BARRIs 
writes as follows :— 

‘‘At St. Bartholomew’s Hospital he was entrusted with the 
Obstetrical and Gynecological Departments, and though doing 
such abdominal operations as Czesarean section, gynaecological 
conditions demanding abdominal surgery were referred to a 
member of the Surgical Staff, which led to his close association 
with Harrison Cripps. 

‘‘This anomalous position was terminated after his retirement, 
upon the appointment of W. S. A. Griffith. 

‘*Those of us at St. Bartholomew’s who trained and served under 
him have vivid recollection of his striking presence. We felt in 
him the man of character and of high ethical and moral standards, 
so that later he became our example and guide in all that concerned 
the management of our patients and our professional conduct. 
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‘‘He spoke to us with the voice of authority, and we listened 
to him with admiration and respect. He was so clear, incisive, 
prompe and business-like. His punctuality was proverbial ; we knew 
when two o’clock would strike, (for that was the appointed hour of 
his afternoon round in Martha Ward) that at this hour precisely he 
would sweep across the square in his open landau, for this was 
before the days when motors had ousted the more graceful carriage 
and pair. Arrived at the foot of the seventh block, a short, virile 
handsome man would alight, and as often as not would scorn the 
lift in order to go to the third flood by the stairs, taken at the run 
all the way, his Intern and Students panting after him, unless we 
had had the foresight and time to forgather in Martha ward 
beforehand. 

‘Later still, it was the privilege of some of us to know him as 
the adviser and friend to whom we could always turn. He was 
without doubt a great public servant who advanced the interests of 
his subject and shed lustre on his hospital. He is gone from us 
loaded with honours, but he carries with him what he would have 
valued even more—our respect and our affection.”’ 

In 1880 Champneys was appointed along with the late Sir 
John Williams as Obstetric Physician to the General Lying-in 
Hospital, at that time, like many institutions of its kind, suffering 
from disastrous recurring outbreaks of puerperal sepsis. These 
two men were the first to apply Listerian antiseptic principles to 
the conduct of a Lying-in Hospital, and their efforts were re- 
warded with a striking measure of success. His interest in the 
Hospital was maintained throughout his life, and later he 
succeeded Lord Lister as its President, 

In 1876 Champneys became a Fellow of the Obstetrical Society 
of London; in 1882 he was elected a Member of its Board for the 
Examination of Midwives, of which in 1890 he became Chairman. 
This board grew out of the recommendation of a Sub- 
Committee which reported to the Council of the Society on 
November 4th, 1870, that the ‘‘machinery for promoting the study 
of obstetrics, and for testing the qualification of practitioners 
therein is by no means in proportion to the recent rapid develop- 
ment of this branch of medicine.’’ They further recommended the 
institution of a ‘‘voluntary examination of women proposing to 
practice as midwives.’’ This report, which was signed by W. 
Tyler Smith, W. S. Playfair, and George Gaskoin, led to the 
establishment in 1872 of the Midwives’ Diploma of the Obstetrical 
Society of London; this diploma was greatly sought after, many 
thousands of women took it, and it remained for 30 years the 
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hall-mark of the trained midwife. When the Central Midwives’ 
Board was created in 1902 by Act of Parliament, the C.M.B. 
examination was instituted, and the examination of the Society, of 
course, lapsed. Champneys took a great interest in the work of 
the Examination Board, and he made it the subject of his Presi- 
dential address in 1895-6, in which he gave a full account of the 
opposition which the Society had met with in its endeavours to 
promote the education and registration of midwives. 

The passing of the Midwives’ Act (1902) and the creation of 
the Central Midwives’ Board encountered considerable opposition 
both outside and within the medical profession, and when Champ- 
neys was appointed its first Chairman he faced no easy task. 
As is well known, the purpose of the Act was to regulate the 
practice of midwives, to standardise the education of those 
who obtained a place on the official roll of midwives, and to 
exercise disciplinary powers such as would prevent the incompetent 
woman, and the woman who failed to observe the regulations of 
the Board, from maintaining their place on the roll. Champneys 
held strong views on the importance of the duties of the Board. 
He was always sympathetic to the midwives, however, and the 
fairness with which he managed the proceedings, sometimes 
difficult and delicate, were acknowledged on all sides, and led to 
his re-election year by year to the chairman’s seat. Until the 
illness occurred which ended in his death he was only absent from 
two Board meetings during the 28 years of his chairmanship. 

Of his work as Chairman of the Central Midwives’ Board, Dr. 
J. S. Farrpairn has written as follows :—* 

“His high ideals of public service brought Champneys into 
touch with many aspects of medical work, but he himself obviously 
regarded his efforts towards the provision of a body of trained 
midwives for this country as his chief contribution to the common 
weal. His interests in this direction began with his appointment 
to the staff of the General Lying-in Hospital, where the training 
of women for practice as midwives has always been a prominent 
feature, and were further developed when he was made chairman 
of the Midwives’ Examination Board of the Obstetrical Society. 
He constantly referred to the part he had taken in the work of that 
committee and how he had thereby been brought into conflict with 
the British Medical Association and General Medical Council. He 
was thus clearly marked as the chairman of the Central Midwives 
Board, when constituted by the Midwives Act of 1902, for that body 
practically took over functions already carried on unofficially by 


*Obituary Notice, the Lancet, August gth, 1930. 
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the Midwives Committee of the Obstetrical Society. For 27 years 
he was annually re-elected by its members as chairman of the Board 
and, more than any other of its members, was responsible for 
moulding its procedure and policy. Its early problem was the 
difficult one of a new and untried body gaining the confidence of 
the divergent interests represented by the practising midwives it 
controlled, the general practitioners that came to their aid, the 
medical officers of health who supervised their practice, and the 
teachers who had to follow the Board’s instructions on training. 
That the new body succeeded in working smoothly and avoiding 
serious controversy, even so far as to secure general approval, was 
a remarkable tribute to the sagacity and tact of the man at the 
wheel. His was no nominal chairmanship, for he was always in 
touch with the business of the Board and word perfect in his part 
before each meeting; he was ready to sum up each item on its 
agenda and had a resolution in draft prepared for discussion. 
Until he had been over 21 years its chairman he had not missed 
one of its monthly sessions, and to the last he retained the confidence 
of its members in his wise counsel, judicial mind, and practical 
knowledge of midwifery problems. Nowhere will the death 
of Sir Francis Champneys be more deeply felt than by the body 
whose destinies he has guided from the time it came into being.” 

Champneys was elected a Fellow of the Royal College of 
Physicians in 1882: he served as a Councillor in 1902 to 1904, 
and twice served as an Examiner tor the Conjoint Board from 
1887-91, and again from 1903 to 1907. He was offered, but 
declined the honour of nomination as Harveian Orator, but he 
took a deep interest in the College, and a pride in associating 
himself with the high ideals of professional conduct and bearing 
which have always distinguished its Fellows. 

He was a prominent Fellow of the Royal Medical and 
Chirurgical Society of London and a frequent contributor to its 
Transactions, until this Society ceased to exist as such in 
1907, when the Royal Society of Medicine of London was founded 
by the amalgamation of thirteen separate societies then existng 
as representatives of different branches of medicine and surgery. 
The amalgamation of so many different interests into a single unit 
was a delicate task, calling for prolonged negotiation and the 
exercise of much tact and patience. In no departments were the 
difficulties of amalgamation more keenly felt than in obstetrics and 
gynecology. The British Gynecological Society had been started 
in opposition to the Obstetrical Society of London in 1884, and 
the relations between the two were very strained. By many on 
either side the divergence was regarded as based on matters of 
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principle, but in the end ill-feeling was eliminated, and Champneys 
manfully took his share in bringing about the reconciliation which 
eventually took place. About this incident Dr. J. S. FAmRBAIRN 
has written as follows :—* 

‘“‘After an association with Sir Francis Champneys of over 
25 years, | look back on him as an outstanding example of the 
cultured professional man with a stern sense of public service. 
He lived up to his high principles and strong convictions, tinged 
almost with austerity, but without the aggressiveness and love of 
controversy often associated with them. My acquaintance with 
him began in his mellower years, when | found an openness of 
mind and willingness to hear the views of others, and in particular 
the aspirations of a much younger generation. A concrete instance 
may best illustrate this aspect of his character. The time was the 
proposed amalgamation of the medical societies of London into 
the Royal Society of Medicine, and the occasion an informal 
discussion thereon following a meeting at his house for another 
purpose. The union of the Obstetrical with the British Gynzco- 
logical Society was mentioned as implicit in this amalgamation, 
and Champneys at once expressed his opposition on the ground 
that it involved great principles underlying the break-away on the 
part of the newer from the older Society. One of the younger 
school pointed out that he and his contemporaries knew nothing 
of the history of the split and were not prepared to take up the 
controversies of their predecessors, or allow past history to 
interfere with a movement that seemed otherwise beneficial. 
Champneys gave us the story and stated his case, but obviously 
recognized that it had no longer much appeal to those who had 
not had personal experience of living through the struggle. When 
the matter came to be discussed later at the Council of the Obstet- 
rical Society and elsewhere, he worked for the amalgamation and 
became one of the early presidents of the Royal Society of 
Medicine.”’ 

In 1911 Champneys was appointed a Member of the General 
Medical Council as Crown nominee in succession to Sir John 
Williams, and he remained a Member until 1926 when he was 
succeeded by a layman, the well-known financial authority, Sir 
E:. Hilton Young. Of his work on the General Medical Council 
Sir NORMAN WALKER writes :— 

‘It is true, that apart from his own subject, he did not often 
take part in public debates in the Council, but he was a very 
valuable committeeman, and his opinions were much valued and 


*Qbituary Notice, the Lancet, August 9th, 1930. 
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respected. He and I were brought closely together in the stormy 
days of the Insurance Act (1912), and we were both members of 
the National Insurance Acts Committee of the Board. The 
minutes of the Council as regards Maternity Benefit were drawn 
up by a sub-committee under his charge, and | am proud to 
remember that he insisted that I should serve on this sub- 
committee. The question had been raised as to whether insured 
women who attended a hospital either as in-door, or as out-door 
patients, would sacrifice their benefit. This question Champneys’ 
sub-committee answered in the negative, and the following excerpt 
from their minutes will be of interest at the present time : 


‘The Committee of the General Medical Council desire to 
direct the attention of the Commissioners to the great advan- 
tages offered to women who in their confinement are attended 
under the supervision of efficient teaching institutions of the 
kind in question, Such women are, through the attendance 
at their homes of a senior student who has already received 
an important part of his or her obstetrical training, and who 
visits them under the direction of the medical officer in charge, 
brought into direct relation with the highest available obstetric 
skill, and difficulties and dangers can thus be discovered and 
dealt with as soon as they arise. In many cases also, arrange- 
ments are made for the provision of efficient nursing, where it 
is reported to be necessary. It is therefore submitted to the 
Commissioners that in the public interest their regulations 
should be so framed as to allow the certificate of the responsible 
official of an out-door Maternity Institution, concerned with 
the training of medical students or of pupil midwives, to be 
recognized as fulfilling the requirements of the Act, in respect 
of the payment of the Maternity Benefit.’ ’’ 


Another of the great interests of Champneys’ life was this 
Journal. It was mainly through the enterprise and vision of the 
late Sir William Japp Sinclair of Manchester, that the journal was 
founded in 1902, but among those who from the first gave the 
proposal their unwavering support in London were Sir John 
Williams, Sir. Francis Champneys, and Dr. C. J. Cullingworth. 
Champneys was a Director of the Journal Company from the first, 
and in 1907 was appointed Chairman of the Board in succession 
to Sir John Williams who had then left London to live in 
South Wales. From that time until his death he maintained an 
unflagging interest in the journal, and gave important assistance 
in editorial work as well as in the general conduct of its affairs. 
The Journal suspended publication in July 1915 (it had been up 
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till then a monthly publication) and publication was resumed in 
1921 aS a quarterly journal, under the Editorship of Comyns 
Berkeley. Of Champneys’ work for the Journal Dr. RussELL 
ANDREWS writes as follows :— 

“‘Champneys’ interest in The Journal of Obstetrics and Gyne- 
cology of the British Empire dated from its earliest days in 1902, 
when he and Alban Doran represented ‘The Journal’ in the minds 
of the young men, of whom the present writer was one, who 
abstracted articles from foreign journals for its ‘Review of Current 
Literature.’ 

‘‘At a meeting at Dr. Fairbairn’s house in 1920 it was decided 
to resuscitate the Journal with Comyns Berkeley as_ Editor. 
The surviving members of the Board of Directors retired in 
favour of younger men, with the exception of Champneys who 
was elected Chairman of the new Board and remained so until his 
death. I can remember one occasion only in which he was not in 
his place at a directors’ meeting. He asked us several times 
whether we would not prefer to have a younger Chairman, but we 
all felt, and that not merely out of politeness, that we could not 
possibly find a more efficient or more trusted Chairman. The 
directors’ meetings were always harmonious, under his direction, 
and on the few occasions when there might have been disharmony 
his tact acted as the soft answer that turneth away wrath.”’ 


Mr. Comyns BERKELEY writes as follows :— 


‘*From the point of view of an editor of a journal such as this, 
Sir Francis was an ideal chief. Nothing was too small for him 
to consider, nothing too great but that he would devote his keen 
attention to it right away. In the conduct of a journal devoted to 
special subjects, difficult questions of policy must arise, now and 
again, and more especially when there is a doubt concerning the 
Suitability of some paper which is offered for publication. This is, 
at times, hard to decide and in such a case Sir Francis Champneys’ 
wide experience and wise judgment was of the greatest assistance. 
The Editor is indebted to Sir Francis for many acts of kindness 
and ready help, during the last ten years. He was a most kind 
man, and the last thing that would have occurred to him was to 
wound the feelings of anyone. It was, however, just this point 
which made his guidance so valuable, and when he had once forméd 
an opinion, he was very tenacious of it, and one might say, without 
fear of exaggeration, that his opinion as to the conduct of ‘the 
Journal was always right. 

‘When the publication of the Journal was re-started the present 
Editor was doubtful whether he could devote sufficient time to it 
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to ensure its success, and communicated his fears to Sir Francis. 
By return the Editor received a very encouraging letter, from 
which the following characteristic sentences are extracted. ‘It is only 
by work which brings no reward—except the satisfaction of seeing 
things done a little better—that the best things are done. It is 
only a man of large experience who is competent to run the Journal, 
and such a man is generally too busy. Still, my experience is 
that if you want an important piece of work done well, it is best 
to go to a busy man. Matthews Duncan always had time for 
important work. On the other hand, medical men who are too 
busy to do anything, according to their own report (and still more 
of their wives), have generally little to do.” Again, when the 
Editor was meeting with a certain amount of criticism, ‘My dear 
C.B., sit majestically and tightly on the editorial throne, and I 
shall support you.’ 

‘‘No Editor could possibly have wished for a better or more 
lovable chief and could not have had one who was more devoted 
to the success of the Journal. The prime object of Sir Francis 
was to make the Journal as scientific as possible, to encourage the 
right stamp of contributor, and to publish papers that were of real 
value. In this it is hoped and believed that the Editor has not 
betrayed the trust Sir Francis imposed upon him. With respect 
to trade advertisements, Sir Francis was very emphatic and he 
gave the very strictest orders on this point, which accounts for the 
comparatively small number of advertisements in the Journal. 

“Sir Francis was a very God-fearing man. The Editor will 
never forget visiting him the evening before his first serious 
operation. Sir Francis appeared to be quite happy and resigned 
and during the course of conversation remarked,‘ often wonder 
why people are so afraid of operations. If you go to the man you 
believe in, (and I have asked the assistance of two of my old 
pupils), and he says that an operation is necessary, there’s an end 
to it. If it pleases God to take one, I have nothing more to say. 
He must be right,’ and others who saw him in his last illness will 
have remarked how splendidly and uncomplainingly he bore 
himself during his remaining days.”’ 

Champneys was one of the fortunate men to whom it is given to 
take part in the work of a new generation when himself advanced in 
age. As an instance of this, Dr. Fairbairn quotes the fact that he 
agreed ‘at the request of his friend, the late Sir Clifford Allbutt, to 
undertake the Chairmanship of the Examiners in Midwifery at the 
University of Cambridge, after the war, and when he was over 70 
years of age; those who acted with him will remember how he 
threw himself into the re-organization of the examination.’ 
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The most recent enterprise of all in which he took a share 
was the founding of the British College of Obstetricians and 
Gynecologists in September 1929. The College paid him the 
highest compliment in their power by electing him as Vice-Patron 
‘tin recognition of his services to obstetrics and gynecology, and 
to the College during the process of formation.’’ Of his association 
with the College Dr. RusseELL ANDREWs writes as follows :— 


‘In June, 1926, after plans had been formulated for founding a 
British College of Obstetricians and Gynecologists, Comyns 
Berkeley and I were deputed to sound the leading men in our 
branch of work in London, Champneys was much interested in 
the scheme, and said that he would like to talk it over with a 
few other men. Comyns Berkeley arranged a dinner-party of 
ten or twelve, at which the scheme was discussed thoroughly. 
Champneys then said that he would heartily support the project. 
He became one of the nine signatories to the application to 
the Board of Trade, and pulled his weight in the difficult 
time which ensued before the College was established. As Vice- 
Patron he was a regular attendant at Council Meetings, even when 
the state of his health made long meetings very trying for him, 
and took the keenest interest in all that affected the well-being 
and usefulness of the College. I had twenty minutes talk with 
him, six days before his death, when he showed a lively interest 
in the College and in the proceedings of the latest Counci! Meeting 
which he had been unable to attend on account of illness. His 
mind remained extraordinarily young, enabling him to enter into 
the projects and interests of men much younger than himself. As 
is often the case with men of strong character with very decided 
opinions, Champneys mellowed and softened as he ripened towards 
old age, and all the younger men who worked with him acquired 
for him a feeling of affection, as well as respect. We all felt that 
it was a privilege to work with him and shall miss him greatly.” 


In addition to rowing, which has already been referred to, many 
other forms of sport appealed to Sir Francis. He was a keen fisher- 
man, and at one time he held the record for the largest salmon 
caught in the Tweed. He was also an enthusiastic yachtsman, and 
for many years he owned and skippered a good-sized sailing craft. 
He was also a keen fencer although he did not take up this form 
of exercise until he was over 4o years of age. 


During the Great War he travelled many thousands of miles 
all over the country lecturing to troops and to civilians on behalf 
of the National Council for combating venereal diseases (now the 
British Social Hygiene Council) of which he was Vice-President 
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When he retired from practice in 1912, he left London for his 
country house at Nutley in Sussex, not, however, in order to lead 
a country life, for his duties at the Central Midwives Board required 
his almost daily presence. He built a large music room looking 
into his garden, where his organ was placed, and where, one may 
imagine, much of his spare time was spent. He often spoke of his 
love for Sussex scenery, and especially for Ashdown Forest on the 
borders of which he lived. His work in London did not prevent 
him from finding time to take a share in the work of the County 
as the following note from the pen of Mr. L. M. Maryon-Wilson 
of Fletching will show :— 


‘The death of Sir Francis Champneys is a great loss, not only 
to his many friends, but to Local Government work in East Sussex 
in which he took an active part. 


‘*He had been a member of the East Sussex County Council for 
eleven years, and served on several of its Committees. His work 
on the Public Health Committee and the Visiting Committee of the 
County’s Mental Hospital as Hellingby, to which he brought his 
great knowledge as one of the leaders of his profession, was 
especially valuable, and his wise counsel and judgment will be 
much missed. He was also a member for some years of the Board 
of Conseryators of Ashdown Forest, attending its meetings regu- 
larly and taking the greatest interest in all the work which 


devolved upon the Board, and it loses in him a very valuable 
member. 


“In the administration of Local Justice as a Member of the 
Uckfield Bench, he brought to judicial work the same qualities 
of judgment, tact and discrimination and not least of all, sympathy 
with his fellow-men. Writing as one who served with him in these 
different capacities I can testify to the loss the County has sustained 
by the death of a man whose personal qualities made him a charm- 
ing colleague, who never spared himself in any work he undertook, 
in spite of failing health during recent years, and whose death 
makes a vacancy hard to fill.” 


It is obvious that this sketch of Sir Francis’s life and work 
would not be complete without a further reference to that side of 
his nature which. found expression in his almost passionate 
devotion to a certain branch of Anglican doctrine. This led him 
to the Church of St. Alban’s, Holborn, with which he was inti- 
mately connected for many years, and of that connexion, the 
present Vicar, The Reverend Father W. Ross, writes as follows :— 


‘Many appreciations of the great and varied gifts, and of the 
y app g gilts, 
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fine character of this ‘beloved Physician’ will be written, and truly 
no attributes of praise can adequately express what should be 
recorded of his long, and noble, and godly life. 


‘““His connexion with St. Alban’s dates back for many years 
of sustained interest and devotion, and with his wife Juliana, Lady 
Champneys, and his daughter, he was keenly attached to this 
Church and its best interests, until he removed from London for 
a quieter residence in the country. He was a great friend to the 
former clergy, and sustained this kindliness to the present Vicar 
in letters and occasional visits, and just over a year ago he gave 
his support, and became a member of the Companionship of St. 
Breaca for Midwives, which was started by Mrs. Turner and the- 
Vicar, and which now sustains a great loss by his death. 


“It was just an example of his alert care and anxiety for the 
welfare of maternity and of babyhood, and of the sacredness of 
human life, and although then 82 years of age he gave us the 
support of his name and membership in this good cause. 


‘‘Further, he wrote to the Vicar most encouraging letters when 
the latter edited some articles on the sanctity of parenthood and 
of child welfare, in St. Alban’s monthly magazine. 


‘Sir Francis was a refined and cultured musician and a master 
of the organ and at the funeral of Lady Champneys at St. Alban’s 
he played the organ most beautifully, saying at the end of the 
service ‘It was the last little bit he could do for her except prayer’, 
and saying it in such a way that the writer has never forgotten it. 


‘*The late Father Russell greatly valued Sir Francis Champneys 
and spoke of his life and influence in glad and affectionate regard 
and esteem, and it is a matter of regret that Father Russell is not 
on earth to pen a record of such a good friend of St. Alban’s ii 
its former days, for he would have known so well just what should 
be said, and also how to say it. Sir Francis did much for the 
Church and choir at Nutley until his illnesses stopped his many 
activities. 

‘Until the end he was a devout practising Catholic. He wrote 
asking our prayers at St. Alban’s in his illness and bore the pain 
and discomfort and distress which fell to his lot with great fortitude 
and patience. His body was brought to St. Alban’s for Solemn 
Requiem Mass, and for the last holy rites, and the present Vicar 
most keenly regrets that an operation and illness prevented him 
from taking personal part in the burial of the body of one for 
whom he has the greatest admiration and esteem. May God give 
him eternal felicity.” 
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List oF His Musical, ComposiTIONS KINDLY SUPPLIED BY 
Str WELDON DALRYMPLE-CHAMPNEYS. 
HYMNS. 
Ancient and Modern. 119, 212, 421, 526, 611. 
Children’s Hymn Book. 3, 94, 363, 133. 
Special Hymn. For the wedding of his son Weldon. 
N.B.—He composed his first hymn tune at the‘age of eight. 
Chants. 
For the Brasenose College Glee Club, 1870. 
Glees, part-songs, carols, madrigals. 
STAINER’S CAROL Book. No. 49. 
METRICAL LITANY, 
TANTUM ERGO. For baritone solo and chorus. 
Tr DEuM. 
ANTHEM. ‘“‘O Praise the Lord.’’ (Novello). 
Moret. ‘‘O Clementissime Jesu,’’ in eight parts. 
N.B.—This has been performed twice a year for many years at St. 
Faul’s Cathedral. 
GRACE. For three equal voices. (Written for his children). 


CARMEN SAECULARE WIccAMIcuM. For the Quincentenary of the opening 
of Winchester College, July 25th, 1893. 


SACRED BERCEUSE. For voices and piano, with violin obligato. (Novello). 


Also some fine hymn tunés, violin obligatos, etc., not in any collection. 





FRANK EDWARD TAYLOR. 


M.A., M.Sc., M.B., B.Ch, (Vict.), M.D., B.S. (Lond.), F.R.C.S. 
(Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.). 


FRANK EpwWArp TayLor was born at Leeds on the 27th January, 
1872, son of the late Charles Henry Taylor, Ironfounder, of that 
city. He was educated at the Leeds Boys’ Modern School, and 
matriculated at the Victoria University. Entering the Art’s Depart- - 
ment of the Yorkshire College at Leels, he graduated in Arts with 
Honours in History in 1891 and proceeded to the degree of M.A. 


in 1896. He took the degree of B.Sc. in 1895 and that of M.Sc. 
in 1808. 


Taylor entered the Medical Department of the Yorkshire College 
(now the University of Leeds) in 1892 and in January 1897 passed 
the examinations for the Diplomas of M.R.C.S. (Eng.), and 
L.R.C.P. (Lond.). In March 1897 he passed the examinations for 
the M.B., B.Ch. at Leeds, with Second Class Honours, and in 
May 1897 was appointed House Surgeon to the General Infirmary 


at Leeds, which post he held for a year, after which he was 


appointed House Surgeon to the Hospital for Women and 
Children. 


In May 1899 Taylor proceeded to Berlin where he matriculated 
in the university and devoted himself to the study of obstetrics 
and gynecology, especially in its pathological aspects, under 
Professors Gusserow, Landau, Nagal, Olshausen and Pick. 
He returned to England in October, 1899, to take up the post 
of Resident Medical Officer at Queen Charlotte’s Hospital, where 
he remained till March 1900 when he proceeded to South Africa 
as Civil Surgeon to the South African Field Force. For his 
services during the South African war, he received the medal 
with three clasps. On his return to England he was appointed 
Resident Medical Officer and subsequently Registrar and Patholo- 
gist at the Chelsea Hospital for Women. 


Taylor continued his studies at King’s College and at King’s 
College Hospital, gaining the Fellowship of the Royal College of 
Surgeons (England) in 1903. In 1904 he passed the examinations 
for the M.B., B.S. (London) with Honours in Pathology, Surgery, 
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Obiit July rst, 1930, @tat 58. 
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Midwifery and Diseases of Women. In 1905 he became a Member 
of the Royal College of Physicians (London), and in 1906 an 
M.D. of London and D.P.H. of Cambridge. 


From 1905 to 1908 he filled the office of Physician Accoucheur 
to the St. Marylebone General Dispensary. In 1905 he was 
appointed Gynecologist to the North West London Hospital and 
on the subsequent amalgamation of this Hospital with the Hamp- 
stead General Hospital he was appointed Gynecologist to the 
Amalgamated Hospitals. He was appointed Obstetric Registrar 
and Tutor to the Middlesex Hospital in 1909 and Gynecologist to 
the Eastern Dispensary in 1910. In 1907 he was appointed 
Lecturer in Bacteriology and General Pathology at Kings College. 
He also filled the office of Pathologist and Curator at the Royal 
Westminster Ophthalmic Hospital for some years, and during 
the Great War he acted as pathologist to the Lewisham War 
Hospital. 


Unfortunately, in 1912, Taylor was stricken with an illness 
which prevented his continuing in active professional practice 
and so attaining the high position for which he appeared to be so 
well fitted by his work and his outstanding abilities. Henceforth 
he was able to devote himself to Teaching and Research work in 
bacteriology and pathology, and to the post of Director of Current 
Literature on this Journal. Throughout this long trying period 
he was never known to complain and his bearing in the face of 
such adversity commanded the admiration and sympathy of his 
many friends. 


Taylor, who was a fine teacher, and an original thinker, made 
very many contributions to medical literature, on those subjects 
in which he was particularly interested and, up till 1910 alone, he 
had written more than 30 papers. When in practice his literary 
work was mostly concerned with gynzcological subjects, but after- 
wards it was devoted more to pathological subjects, when he 
published, among others, many investigations on the Arneth blood 
count, vaccines, the absorption test, mycological tests for sugars, 
Vincent’s angina and fusospirillary pendental gingivitis, and the 
diplobacillus liquefaciens of Petit. 


The above somewhat extraordinary record is an indication of 
how brilliant, and what a tireless worker, Taylor was. He is best 
known to most of our readers as the Director of the Review of 
Current Literature, to which he had devoted himself largely during 
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the last ten years, raising it to such a standard that letters received 
from all parts of the world appear to justify the opinion that as a 
Review of the work which is going on in various parts of the world 
in Midwifery and Diseases of Women, our Journal holds a position 
second to none. Taylor was particularly suited for such a 
position, since combined with an infinite capacity for taking pains 
and a flair for what was important and what was not, he was a 
good French scholar, knew German and was able to extract from 
medical periodicals published in Spanish, 


Taylor had not been well during the present year, owing to 
three attacks of influenza, but he recovered sufficiently to 
examine for the Central Midwives’ Board, a post he had held for 
the last 20 years. He died in his sleep on July 1st, with no indica- 
tion that he was otherwise than in his ordinary health on the 
previous day. At the time of his death he was in charge of the 
Vaccine Department of the Royal Herbert Hospital. 


In the death of Frank Taylor the Journal loses a most capable 
officer and loyal worker and our deepest sympathies go out to his 
widow, who had been his devoted nurse since he had to abandon 
practice. 

Comyns Berkeley. 





Investigations into the Cause of the Onset of Labour. 
By H. ALLAN and E. C. Dopps. 


From the Courtauld Institute of Biochemistry, 
Middlesex Hospital, London. 


Part I. INTERNAL SECRETIONS IN PREGNANCY. 


Introduction. 

THERE is no subject so rapidly changing as the question of the 
sex hormones, and particularly with regard to their appearance 
and disappearance during pregnancy. Well-known substances 
producing definite effects are claimed to consist of several fractions ; 
the source of other hormones has moved from the pituitary to the 
placenta, and new secretions are frequently described. The bear- 
ing of these advances upon the later work is not fully understood, 
with the result that to-day the question presents an almost unclassi- 
fiable jumble of terms and expressions. In many instances it is 
doubtful whether these hormones have been split into the various 
fractions claimed, except on paper. Yet the amount of experi- 
mental work to be performed, before a final opinion is possible, is 
so great that the reviewers can only summarize and indicate to the 
best of their knowledge the general trend of this work. 

The subject of sex hormones has been reviewed very thoroughly 
of recent years (Parkes,*** Fluhmann,* Cushing and Teel,*? Dodds 
and Dickens‘). The last-mentioned authors have published in 
this Journal a review of the situation which was mainly devoted 
to the state of affairs in the non-pregnant animal. In the present 
communication it is proposed to deal with the changes in the 
internal secretions of the pregnant animal, but it must be pointed 
out that this can only be in the form of a very brief summary for 
the reasons given above. It is proposed to classify the subject- 
matter under the’ following headings : 

{. The Corpus Luteum and its Relation to: 
1. The maintainance and duration of pregnancy. 
2. The uterine muscle during pregnancy. 
3. Other endocrine organs. 


{1. Effect of Administration of Hormones during Pregnancy : 
a. Anterior lobe Hormones. 
b. CEstrin. 
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II. Placental Hormones. 
IV. Investigations on the Human Pregnant Female. 
V. Parabiosis. 


VI. Conclusion. 


1. THE Corpus LUTEUM AND ITS RELATION TO THE MAINTENANCE 
AND DURATION OF PREGNANCY. 


The first workers to put forward the suggestion that the corpus 
luteum was responsible for the suppression of oestrus and ovulation 
during pregnancy were Beard’® in 1897, and Prenant!"? in 1808. 
This suggestion has since been fully confirmed. Hammond* has. 
shown that removal of the corpus luteum of ovulation in the cow 
results in the appearance of the approaching oestrus at the ninth 
day instead of the twentieth. Parkes’®’ has shown that in the mouse 
and rat—in which there is in the unmated condition no functional 
corpus luteum—removal of the corpora lutea of ovulation produces 
no disturbance of the oestrus cycle. Where, however, by sterile 
copulation a functional corpus luteum has been produced, its 
ablation is followed by an early return of oestrus. 

Similar results were obtained by Loeb** in the guinea-pig. In 
the cow sterility due to suppression of ovulation has been observed 
by Hess,”* Tandler,’*”* and Williams,'** and removal of a persis- 
tent corpus luteum has, in such cases, brought about a return of 
ovulation. In the human female surgical removal of corpora 
lutea results in the appearance of a menstrual flow within 72 hours 
(Beckwith Whitehouse’), whilst Ochsnier’®’ states that where the 
menstrual cycle has ceased a return of the cycle has followed the 
removal of a persistent corpus luteum. 

Embedding of the ovum. Fraenkel,***' in 1903, began the 
publication of experiments which showed that the presence of a 
corpus luteum is essential for the embedding of the fertilized ovum 
in the uterus. This work has since been repeated and confirmed 
by many other workers, for example, Ancel and _ Bouin,*° 
Loeb,***?, O’Donoghue.’** In a_ serves of recent papers 
Corner** **: *° has described the preparation and properties of an 
extract of corpus luteum which is able to perform all the functions of 
the natural corpus luteum as regards the embedding of ova in the 
rabbit up to the fifth day. This constitutes the final step in the 
experimental proof of the action of the corpus luteum in preparing 
the uterus for the reception of the fertilized ovum. Corner’s work 
has since been repeated and confirmed by other workers who have 
shown that the extracts are able to produce all the characteristic 
secondary changes of pregnancy. 
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During later pregnancy. In regard to the necessity for the 
presence of the corpus luteum during the later stages of pregnancy, 
there is considerable difference of opinion. Thus, Fraenkel,®’ and 
Kleinhaus and Schenk* with the rabbit, and Marshall and Jolly*® 
with the dog and rat came to the conclusion that the corpus luteum 
was essential in the early stages of pregnancy but might sometimes 
be removed later on without disturbance of the pregnancy. Similar 
conclusions have been reached in regard to the human female by 
Blair Bell,?? Essen-Moller,*® and Ask-Upmark,” and in regard to 
the guinea-pig by Herrick.”” The paper by Ask-Upmark contains a 
review of 51 published cases in which odphorectomy was performed 
during the first two months of pregnancy. Of this number 34 
proceeded normally to term, and of these 23 were cases in which 
both ovaries had been removed, while the other eleven, in which 
pregnancy was not interrupted, were cases in which only one ovary 
had been removed. Definite information, however, is given that 
no corpus luteum was present in the ovary or tragment of ovary 
left behind. A quotation is given from Bland-Sutton™ in which it 
is stated that if bilateral odphorectomy is performed before the 
fourth month the risk of abortion is negligible. Hofbauer’ 
assumes that it is generally accepted as a fact that in the human 
female the corpus luteum can be removed without danger to 
pregnancy. 

The opposite view, namely, that removal of the corpora lutea 
or of the whole ovaries in the rabbit results inevitably in abortion 
or resorption, is held by Corner,*® Blair Bell and Hick,” 
Hammond,*’ Mcllroy,** Weymeersch,’*® Dick and Curtis,** by 
Mulon’®® and Daels** for the guinea-pig, by Hess,”? Wester’?® 
and Schmalz'"’ for the cow, by Drummond-Robinson and Asdell*’ 
for the goat, by Hartmann® for the opossum, by Drips** for the 
spermophile, and by Parkes'** and Harris®* for the mouse. In con- 
nexion with Hartmann’s results Parkes points out that the opossum 
is non-placental, so that evidently the corpus luteum must have 
some functions in the regulation of the later stages of pregnancy. 
Since the methods employed for the removal of corpora lutea by the 
authors quoted have varied very considerably it is not surprising 
that there should be some differences in the conclusions reached. 
It would appear, however, that the corpus luteum is probably 
necessary till the close of pregnancy in certain animals, whereas 
in others—including the human female—it can be removed without 
danger to pregnancy. 

Prolongation of Pregnancy by Corpus Luteum Extracts. 
Recently, by the use of extracts of corpus luteum, Nelson, Pfiffner 
and. Haterius’*’. have been able to prolong the period of gestation 
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in rats by periods of 30-150 hours. They found that, provided 
the gestation did not exceed the normal by more than 70 hours, 
the young were viable when born. In these experiments there is 
no question of the prolongation of the gestation period being due 
to delay in implantation, for the injections were not begun till 
the seventeenth day, i.e., about five days before the normal term. 


2. THE Corpus LUTEUM AND THE UTERINE MUSCLE 


Several workers during the years 1920-1925 described experi- 
ments on the spontaneous contractions of the isolated uterus during 
the various phases of the cestrus cycle. It was shown that there 
were definite changes in the character of the contractions of the~ 
uterus which could be correlated with the phase of the ovarian 
cycle present in the animal from which the uterus had been taken. 
The phenomena were interpreted by Corner*® as being such as 
would assist in the progress of the fertilized ova towards the 
uterus and in spacing them along its length. He considered that 
if allowance was made for the absence of a definite luteal phase 
in the unmated rat the changes of contraction-type observed in 
the sow were comparable with those observed by Blair?®** in 
the rat. 

In an extended series of observations by Wislocki. and Gutt- 
macher,'** covering in all 186 sows’ uteri, it was observed that 
during the period in which a functional corpus luteum is present 
the uterine activity is slight. It might be expected that when the 
corpora lutea were beginning to degenerate a change in the uterine 
activity would be observed. No such change was, in fact, 
observed though Keye”® reports that considerable uterine activity 
occurs in the pre-ovulation period. Wislocki and Guttmacher 
remark that they have only observed this pre-ovulation activity 
in uteri immediately before the first ovulation. 

More recently, Knaus***’ has investigated the behaviour of 
the rabbit’s uterus during pregnancy and lactation. His method 
consisted in removing one ovary from a series of rabbits, mating 
them, and after varying periods removing the sterilized uterine 
horn for examination in the isolated uterus bath, in regard to 
spontaneous activity and sensitiveness to pituitary extract. As 
a result of this work Knaus concluded that in their effects on the 
uterine muscle the secretions of the posterior lobe of the pituitary 
and of the corpus luteum were mutually antagonistic. He found 
that from the second day after copulation—that is, about the time 
at which the corpus luteum is becoming well-developed—there was 
a very marked decrease in the spontaneous activity of the uterus, 
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The tracings in the first paper mentioned*’ show this extremely 
well. From the twentieth day onwards, however, the spontaneous 
activity became greater and greater until delivery took place. He 
found, further, that the uterus became quite insensitive to pituitrin 
at the same time as the spontaneous activity ceased, i.e., two days 
after coitus, and remained in this condition until the eighteenth 
to twentieth day. From this time onward the response to pituitrin 
became gradually greater till in the last three days of pregnancy 
a very rapid increase in the response to pituitrin occurred, reach- 
ing a maximum at the time of ‘birth. In an earlier series of 
experiments Knaus* had already found that abortion could not 
be produced in the rabbit by any dose of pituitrin, however large, 
before the eighteenth day of gestation. This result became 
explicable in light of his later experiments. It appears that up to 
the eighteenth day of gestation two factors are operative, viz. 
(1) the insensitiveness of the uterine muscle, and (2) the actual 
underdevelopment of the muscle itself. From the eighteenth day, 
however, the influence of the corpus luteum begins to decline, 
and it becomes possible to terminate pregnancy, for the reason that 
the contractions of the uterine muscle are now just powerful enough 
to interfere with the placental attachment. In 1928 Knaus® again 
took up the question of the insensitiveness of the uterus and showed 
that during pseudo-pregnancy in the rabbit the same insensitive- 
ness was evident. This demonstrated clearly that the corpus 
luteum was the responsible factor, and not the developing ovum 
itself. In Knaus’ view, therefore, the onset of labour at the normal 
end of pregnancy is not dependent on some suddenly arising 
external influence acting on the uterus from outside, but with 
the growth of the muscle cells in pregnancy the mechanical 
efficiency of the uterus gradually increases and results finally in 
the expulsion of the foetus.* 


3. THE Corpus LUTEUM AND THE ENDOCRINE ORGANS. 


Posterior Lobe of the Pituitary. In 1923-1924 Dixon,*? and 
Dixon and Marshall** suggested that one of the decisive factors 
in the onset of parturition was the re-establishment of the 


*Hofbauer™ has recently published an interesting paper giving in outline 
the result of work on the minute anatomy of the pregnant human uterus. 
A specialized layer of muscle fibres is described lying directly beneath the 
peritoneal covering of the uterus. The fibres of this layer differ histo- 
logically and physiologically from those in the rest of the uterine muscle. 
Hofbauer compares them to the Purkinjé fibres of the heart, and suggests 
that they play an important part in the initiation and propagation of 
contractions of the uterus in labour, 
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follicular phase of the ovarian cycle through the degenera- 
tion of the corpus luteum at the end of pregnancy, and that 
the ovary in the follicular phase stimulated the posterior 
lobe of the pituitary, which in turn acted upon the uterus. The 
experimental evidence consisted of the demonstration of the 
presence of an oxytocic substance in the cerebro-spinal fluid of 
dogs which had previously received an intravenous injection of an 
extract of ovaries. It was found that if the extract was made from 
ovaries containing a functional corpus luteum no stimulant effect 
was observed, whereas an extract made from ovaries in the follicular 
phase stimulated the pituitary of the recipient with the result that 
the oxytocic substance appeared in the cerebro-spinal fluid. The 
oxytocic substance was tested for in the manner described by Burn 
and Dale.*° 

These experiments have been criticized by several workers, for 
example, Trendelenburg’”’ finds that Dixon’s*? estimate of the 
norinal pituitrin content of dog’s cerebro-spinal fluid is 150-1,500 
times as great as his own figure. Blau and Hancher’’ showed 
that the intravenous injection of extracts of many substances other 
than ovary (e.g., liver, testis, spleen) also gave rise to oxytocic 
substances in the cerebro-spinal fluid of the recipient, and particu- 
larly it is to be noted that they found that a commercial ovarian 
extract, proved by themselves not to contain oestrin, was also 
capable of producing the same effect on the cerebro-spinal fluid. 

As early as 1915, similar experiments had been carried out by 
Cow** who found that extracts of duodenal mucosa also gave rise 
to the presence of an oxytocic substance in cerebro-spinal fluid. 
Van Dyke and Kraft'** examined the cerebro-spinal fluid of 29 
pregnant and parturient women and concluded that there is no 
significant change in the oxytocic titre of the cerebro-spinal fluid 
as pregnancy advances. In a later paper Van Dyke, Bailey and 
Bucy’” claim to have shown that the oxytocic substance in human 
cerebro-spinal fluid is calcium. This somewhat surprising result 
still awaits confirmation by other workers. There is, therefore, 
a considerable body of evidence against the theory of Dixon and 
Marshall—at any rate as originally put forward. It is generally 
accepted that the degeneration of the corpus luteum is one factor 
in the termination of pregnancy, but the facts (a) that extracts of 
organs other than the ovary exert an action on the pituitary 
secretion, and (b) that extracts of ovary definitely known to be 
inactive in Blau and Hancher’s case, also produce the same effect, 
make it clear that whatever effects the degeneration of the corpus 
luteum may have, these effects are not produced directly upon the 
posterior lobe of the pituitary by means of the hormone (cestrin) 
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of the follicular ovarian phase. Further, Biedl’® states that in the 

‘human female the corpus luteum undergoes degeneration at 
the end of the first half of pregnancy, and, as has already been 
pointed out, the human corpus luteum can be removed without 
disturbing the pregnancy. It is evident, therefore, that in the 
human female at least the corpus luteum can have little to do with 
the onset of labour. 

On the other hand, two recent papers have brought forward 
evidence that the hormone of the follicular ovarian phase (cestrin) 
may play some part in the physiology of pregnancy similar in 
some respects to that suggested by Dixon and Marshall. The 
first of these was that of Miura®* who showed that preliminary 
injection of an animal with cestrin increased remarkably the sensi- 
tivity of the uterus to pituitrin. This was also found by Brouha 
and Simmonet,** and later by Burn and Bourne? who observed 
that treatment of the isolated uterus with oestrin in vitro also pro- 
duced this increase in sensitiveness. Some recent experiments by 
Parkes have shown that this synergism is demonstrable in the 
intact pregnant mouse. This paper will be discussed more fully 
later. 

(It is of interest to note that according to some unpublished 
experiments performed in the laboratories of this Institute, a 
synergism appears to exist between insulin and pituitrin.) 

It seems, therefore, to be quite certain that the presence of , 
cestrin in the blood of female animals at the time of parturition’ 
may materially assist in the progress of labour. 

Anterior Lobe of Pituitary. The second piece of work referred 
to is that of Baniecki,’* who followed up the earlier work of Ber- 
blinger,’® Adachi’? and Lehmann*® (in which it was found that 
placental tissue when injected into castrated or normal non- 
pregnant animals was able to reproduce the typical pregnancy 
picture in the anterior lobe of the pituitary) and showed that this 
effect could be produced by injections of cestrin alone. 

It would seem, therefore, that the suggestion of Dixon and 
Marshall in regard to an effect of the ovary on the pituitary is 
being proved to be correct—with the difference that the effect is 
exerted, according to the authors just mentioned, on the anterior 
lobe of the pituitary and not on the posterior, and is exerted con- 
tinuously throughout pregnancy instead of merely at the end. 
Further work is evidently required in this field in order to determine | 
the relations between the corpus luteum and the hypophysis during | 
pregnancy. It would be of interest to know, also, whether the 
great increase in the number and size of the Haupt-cells as they 
develop into pregnancy cells is responsible for the production of 
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any of the hormones (at present believed by many authors to 
originate in the anterior pituitary) which are found in the urine 
of pregnant women. It may be asked too, whether the pituitaries 
of the injected animals described by Baniecki as being identical 
with the hypophysis of pregnancy, are capable of producing those 
hormones. 

A brief mention must now be made of some of the effects of 
the anterior lobe hormones upon the ovary. In 1922, Long and 
Evans®’ began the publication of experiments upon the effects of 
administration of fresh anterior hypophysis on the oestrus cycle 
of the rat. They found that the effect of the saline extracts they 
used was to bring about the luteinization of all Graafian follicles 
of large size without ovulation having taken place. At the same 
time the cestrus cycle was suspended during the time the injections 
were being carried out, and returned at varying times after the 
the cessation of the injections. This work was later confirmed 
and extended by other investigators, notably by Smith and 
Engle and co-workers in the United States, and Zondek and 
Aschheim'** in Germany. For a general account of the anterior 
lobe hormones reference may be made to Parkes’ monograph’ 
and to reviews by Fluhmann®’ and by Cushing and Teel®*’ which 
cover work up to 1929. From the action of extracts of the 
anterior lobe of the hypophysis it is clear that there exists in this 
gland a mechanism for the control of the luteal phase of the 
ovarian cycle. Whether this is the same as the mechanism con- 
trolling the follicular phase is still an unsettled question. For the 
present purpose the point of interest lies in the fact that saline 
extracts of the anterior lobe of the hypophysis luteinise the normal 
ovary and, moreover, also have this effect on the X-rayed ovary.’ 
The artificial production of luteal tissue at any stage of the cycle 
has thus become possible. 

Prepubertal Period. The effect of inducing the formation of 
large masses of luteal tissue in the young animal is to inhibit the 
advent of the oestrus cycle. This inhibition does not hold good 
in regard to the experimentally produced cestrus due to cestrin 
injections (Zondek and Aschheim,'** Brouha?’), In its general 
effects this luteal tissue is similar to luteal tissue produced in the 
normal manner—i.e., it sensitizes the uterus to mechanical stimu- 
lation and so allows the formation of deciduomata. A point of 
interest, however, lies in the fact mentioned above that injections 
of cestrin are able to produce their characteristic effect in spite of 
the presence of a considerable quantity of luteal tissue. 

Adult Animal. In the adult animal the administration of fresh 
anterior pituitary tissue causes all large and medium-sized follicles 
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to mature and ovulate. This differs somewhat from the effect of 
NaOH or saline extracts in that with the latter corpora lutea 
atretica are more often formed, whereas the corpora lutea formed 
as a later result of the tissue implants are true corpora lutea. 

As regards the isolation of the hormones of the anterior lobe 
of the pituitary the situation is not clear. A summary by Zondek 
of the standpoint taken up by him has appeared during the year, 
in the Klinische Wochenschrift'** in which he concludes that the 
hypophysis produces the following hormones: 


1. Growth-promoting substance. 

. Metabolism-influencing substance. 
. Prolan A. 

. Prolan B. 


Substances 3 and 4, i.e., prolan A and B appear in the 
urine of pregnancy and it is on their presence that the pregnancy 
diagnosis test (in part) depends. The factor responsible for the 
production of Blutpunkte is not definitely known. Prolan A has 
been separated from the urinary complex, but so far no details 
are available as to the separation of prolan B. It has been found 
(H. Zondek and Kohler’*’) that the prolan A—prolan B mixture 
contains the hormone affecting metabolism, whilst Kestner and 
Plaut-LiebeschutzY state that their metabolism-influencing sub- 
stance (Praphyson) has no action on the genitals. 

The problem as to whether the anterior pituitary hormone con- 
sists of one, two or more substances, is, in spite of the above- 
mentioned work, not definitely settled. In this connexion a paper 
by Friedmann*® may be mentioned in which it is shown that intra- 
venous injection of urine of pregnancy produces follicular ripening 
and ovulation, while intraperitoneal administration, on the other 
hand, produces luteinization and corpora hemorrhagica. 

The multiple nature of the anterior pituitary hormone is upheld 
by Wiesner and Crew'*' who have adopted a nomenclature for the 
substances concerned which does not commit them to any precise 
statements (unwarranted in the early stage of research) as to the 
origin and functions of the influences named. Thus in place 
of oestrin or folliculin, Wiesner and Crew use the term 
‘*¢ hormone ;’’ for the hormone of the corpus luteum isolated by 
Corner and termed by him ‘‘Progestin,’’ Wiesner and Crew use 
“8 hormone.’’ The anterior lobe hormones are in this system 
factors ‘‘Rho I’ and “‘Rho II.’’ These would appear to corres- 
pond with Zondek’s prolan A and prolan B; i.e., to the follicle- 
ripening hormone, and the luteinizing hormone. 

The source of these hormones and factors has also recently 
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come under review. Philipp,’® from his work on the pituitaries 
of pregnant and non-pregnant women, concluded that the placenta 
is the site of formation of the hormones found in the urine of 
pregnant women. This view is supported by the work of Asch- 
heim,'® Zondek,'*® de Snoo,*® Waldstein'?” and others who have 
shown that in cases of chorion epithelioma and hydatidiform mole 
the urinary hormone-content is many times greater than normal. 

Lack of space prevents a further discussion of recent develop- 
ments here. Reference may be made to a review by Cushing and 
Teel,*’ the four articles by Zondek referred to above, and a paper 
by Collip*? to which further reference will be made later. 

In the preceding section evidence has been brought forward 
to show: ; 


1. That the corpus luteum is the controlling agent in the process 
of implantation of the ovum. 


2. That the corpus luteum inhibits the appearance of cestrus, 
and prevents ovulation during pregnancy. 


3. That the artificial maintenance of corpus luteum hormone 
in the blood of a pregnant animal will prevent the occurrence of 
parturition at the normal time. 


4. That in the human female the corpus luteum appears not 
to be necessary for the maintenance of pregnancy after the first 


5. That the corpus luteum inhibits the normal spontaneous 
contractions of the uterus. 


6. That the hormone of the corpus luteum so reduces the sen- 
sitiveness of the rabbit’s uterus to pituitrin that up to the eighteenth 
day of pregnancy no response is obtained even to large doses. 


7. That though the ovary undoubtedly exerts an effect upon 
the pituitary during pregnancy, it probably does not directly 
precipitate the process of labour by stimulating the production of 
oxytocin following on a release from luteal dominance. 


8. That the presence of ocestrin in the blood of the pregnant 
two months. 


female* is of importance at the end of pregnancy since it increases 
the sensitiveness of the uterine muscle to pituitrin. 


*Mention may perhaps be made here of the very interesting recent work 
of W. Allen* and Hisaw and Leonard?7? who found that in rabbits and 
guinea-pigs previous treatment with cestrin was essential for the production 
of full progestational proliferation of the uterine mucous membrane in 
response to injections of corpus luteum extract. More striking are the 
results of Weichert!?* who obtained similar results in odphorectomized 
animals, 
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g. That during pregnancy histological changes occur in the 
anterior lobe of the pituitary which can be reproduced in experi- 
mental non-pregnant animals by injection of cestrin. 

10. That artificial or physiological production of an abnormal 
quantity of luteal tissue during the very early stages of pregnancy 
leads to delayed implantation and prolongation of the gestation 
period. 


11. That artificial production of an abnormal quantity of luteal 
tissue at the end of pregnancy interferes with the normal mechanism 
of parturition and so leads to a prolonged gestation period. 

Up to this point two theories as to the cause of the onset of 
parturition have been mentioned, namely, (1) that of Dixon and 
Marshall, and (2) that of Knaus. The arguments against the former 
theory may be summarized as follows: (a) there is a consider- 
able amount of experimental work which is in direct opposition 
to the results of Dixon and Marshall; (b) it has been shown that 
the stimulus to production of oxytocin is not specific, so that 
there is no justification for attributing the effect to the ovary rather 
than to any other organ ; (c) operative removal of both ovaries does 
not, in the human female, necessarily lead to abortion, so that in 
the human female the ovario-pituitary mechanism cannot play any 
part; (d) the corpus luteum of pregnancy in the human female 
undergoes degeneration at the end of the first half of pregnancy ; 
(e) there is an abnormally high concentration of ocestrin present 
in the blood throughout pregnancy. 

The evidence in favour of Dixon and Marshall’s theory consists 
of (a) the demonstration of the effect of the corpus luteum upon 
the uterine musculature in rendering it insensitive to pituitrin ; 
(b) the proof of the dependence of the histological changes in the 
anterior lobe of the hypophysis upon ovarian hormones (assuming 
for the moment that the anterior lobe of the pituitary may exert an 
effect upon the posterior lobe); and (c) the effect of cestrin in 
increasing the sensitiveness of the uterus to pituitrin. 

It would appear that Dixon and Marshall’s theory cannot be 
upheld in its original form. 

According to Knaus’ theory of the mechanism of labour the 
uterine muscle is gradually increasing in size and in power 
throughout pregnancy. During the first part of pregnancy the 
uterine muscle is quite insensitivé to stimulation, while in the 
later periods of pregnancy the sensitiveness of the muscle gradually 
increases and reaches a maximum at the time of labour. Knaus 
regards the act of labour as the natural outcome of the change in 
the physiology of the uterine muscle which occurs as pregnancy 
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advances, and regards it as being entirely independent of any 
sudden influence brought to bear upon the uterus from outside. 
While this theory rests upon a firm experimental basis, which 
up to the present has not been attacked, it provides no assistance 
in understanding how spontaneous abortions take place. Knaus 
remarks that in view of his work on the gradual maturation of the 
uterine muscle it is clear why drugs are so completely ineffective 
in producing abortion in the earlier stages of pregnancy. The 
fact however, that in cases of spontaneous abortion, even in 
relatively early stages of pregnancy, it frequently happens that 
the uterus empties itself with surprising ease and celerity makes 
it clear that some mechanism must exist for regulating the tolerance 
or intolerance of the uterus to its contents. A further difficulty in 
Knaus’ theory is that in cases of extra-uterine pregnancy ‘‘in- 
effective attempts at labour come on at the natural term of 
gestation, when the foetus is entirely separated from the uterus.’ 


II. ADMINISTRATION OF HORMONES DURING PREGNANCY. 


(a) Anterior Lobe Hormones. it would be expected that if 
large masses of luteal tissue were produced in a pregnant animal 
the normal span of gestation might be exceeded. This has, in 


fact, been found to be true by Teel,’** who used alkaline extracts 
of bovine anterior pituitary. Teel concluded (1) that the pro- 
longation of gestation in rats—amounting to from two to six 
days—was due to delay in implantation of the embryo, and to 
a failure of the parturition mechanism, in consequence of which 
the foetts die in utero and are ultimately still-born; and (2) that 
the foetal death is due to interference with the placental attachment. 
The first result, namely, that a delay occurs in implantation, js 
a surprising one, for the presence of an excess of luteal tissue 
might be expected to promote, rather than hinder, implantation. 
When, however, the injections were begun after the sixth day 
of gestation—by which time (Evans and Long*’) implantation has 
occurred—gestation appeared to have been accelerated, since by 
the time at which normal: delivery should have occurred, i.e., 
twenty-second to twenty-third day, the foettis had reached a weight 
greater than normal. In this series of experiments also the 
foetis were born dead. The effects of this unusual luteal tissue 
produced through the hypophyseal extracts are very similar to 
those produced by the lutein tissue present in the ovary of a mouse 
while suckling a litter. If the suckling mother should become 
pregnant at the post-partum ovulation then it is found (Kirkham” ; 
King”*) that there is a prolongation of gestation similar to that 
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observed by Teel, and in this case, also, the prolongation is 
found to be due to delayed implantation. 

In discussing his results Teel pointed out (1) that he was able 
to show experimentally that the fertilized ova reached the uterus 
at the normal time (fourth to fifth day), and (2) that injury to the 
ovum itself appeared improbable since the foetis live to the normal 
term and die then. He concluded that the uterus was not 
adequately sensitized for the reception of the ova. This conclusion 
may appear to be unwarranted in view of the fact that the placent- 
oma reaction may be obtained with alkaline extracts of anterior 
hypophysis, but it must be remembered that a mechanical stimulus 
such as a scratch from a needle is probably much more violent 
than the stimulus afforded by the ovum. On the other hand, 
Bellerby and Innes’’ find that in the rabbit, deciduomata occur 
spontaneously after treatment with anterior hypophyseal extracts. 
In this connexion it may be remarked that while Teel’s work was 
carried out with alkaline extracts of bovine hypophysis, Bellerby 
and Innes’’ used acetic acid extracts. It is probable that the two 
extracts differ both in the nature of the hormones extracted and also 
in the quantities present. Similar experiments by Evans and 
Simpson,”* using anterior lobe tissue, gave similar results. The 
litter were not, however, in all cases born dead. 

Zondek and Aschheim'*® and Engle and Mermod** investigated 
the effects of the anterior pituitary in pregnancy in the rat and 
mouse by the implantation method. Their results differed con- 
siderably from those of Teel. Engle and Mermod found in their 
experiments that (1) the gestation period was not prolonged beyond 
the normal time; (2) ovulation was induced within 48 hours of the 
first transplantation ; (3) the only corpora lutea formed as a result 
of the treatment were those corresponding with the induced ovula- 
tion; and (4) abortion followed invariably if the treatment was 
begun before the twelfth to fifteenth day of gestation. 

In view of the fact that no large mass of luteal tissue was pro- 
duced by the treatment, the failure to prolong the gestation period 
is comprehensible. In regard to the abortions which they were 
able to cause, Engle and Mermod concluded that these were due 
to the large quantity of cestrin produced by the ovary as a result 
of the injections during the process of ripening of Graafian follicles. 
Microscopic examination of the uteri of the treated animals 
showed that the foetiis had become detached from the uterus, 
and that the uterine mucous membrane was in a condition charac- 
teristic of oestrus. They conclude that the oestrus condition of the 
uterus is incompatible with pregnancy. This is presumably the 
cause of the abortions obtained by Parkes and Bellerby’’® and 
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M. Smith."’® Somewhat similar experiments were performed by 
Zondek and Aschheim’** upon mice. Their results differ in some 
respects from those just described. While agreeing with Engle 
and Mermod that abortion can be induced, they were able to find 
tubal ova in an animal which at autopsy was found to contain 
living foetis. Engle and Mermod maintain that in all their material 
ovulation occurred only subsequent to the death of the foetis, and 
was therefore not ovulation in pregnancy but ovulation after 
pregnancy had terminated. They also criticize Zondek and 
Aschheim’s'*® publication on the grounds that the amount of 
material was small—consisting of three mice—and that no informa- 
tion is supplied as to the stage of gestation at which the treatment 
was given. In Zondek and Aschheim’s experiment one single 
transplantation was made, whereas Engle and Mermod made daily 
transplantations. 

(b) Gstrin. It has been shown by several authors—Zondek and 
Aschheim,'** Fraenkel and Fels,*? Parkes and Bellerby’® in the 
mouse, M. Smith *® in the rat—that injections of cestrin during 
the early stages of pregnancy cause abortion or resorption. On 
the other hand, Loeb and Kountz® failed to produce abortion in 
the guinea-pig, and Fraenkel and Fels® also failed in the case 
of the rabbit. 

In those animals in which it has been found possible to inter- 
rupt pregnancy by cestrin injections, it has been noted that the 
amount of ocestrin required increases very markedly as the preg- 
nancy advances. Smith,’?® for example, found that 1-1.5 rat units 
were required to interrupt the pregnancy when injections were 
made upon the first day of gestation (three injections of 1 c.c. each 
were given over a period of 12 hours), whereas three units were 
necessary upon the second day, and if injections were delayed till 
the third day 10 to 13 units were required. Injections were not 
carried out by Smith later than the fifth day of pregnancy, but 
it was found that 40 units were necessary to arrest pregnancy at 
this time. The injected animals all showed some vaginal changes 
with the larger doses, but only rarely did the vaginal smear 
approach that of full oestrus. Blood was frequently seen in the 
vaginal smear in the case of those animals injected on the fourth 
and fifth day of gestation. Smith infers that this is due to inter- 
ference with the process of embedding of the ovum, which process 
would normally be completed about the sixth day.*® Blood was 
rarely found in the animals injected before the fourth day, pre- 
sumably because the process of embedding did not begin at all. 

No definite conclusion was arrived at as to the actual cause of the 
interference with gestation. In discussing this point, Parkes’ 
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suggests two possibilities, viz. (1) that the oestrus condition of the 
uterine mucous membrane is incompatible with the continuance of 
pregnancy, or (2) that the action of the corpus luteum, in inhibiting 
cestrus and in maintaining pregnancy, is overcome by the excess of 
cestrus-producing hormone introduced by the injections. It would 
appear that there is very little difference between these two possi- 
bilities—each seems, in fact, to express the same idea in a slightly 
different way. Some evidence in regard to the condition of the 
uterus is mentioned above.** 

In a more recent series of experiments, Parkes'®*’ has investigated 
the effect of oestrin when administered in a highly purified form 
upon the course of pregnancy. In these experiments samples of 
cestrin prepared from the urine of pregnant women were used. It 
was found that even by injecting 260 m.u. over 12 hours it was 
impossible to bring about abortion with certainty. When, how- 
ever, the dose was increased to 380 m.u. spread over 19 hours, 
17 out of 24 injected animals aborted. It is to be noted that out 
of a total of 22 abortions produced by injection of cestrin, 20 
occurred 36 to 48 hours after the last injection—that is, at a time 
when the effect on the uterus is maximal. 

A second series of experiments was performed in which cestrin 
injections were given to pregnant mice as in the first series, but 
with the last injection of cestrin a dose of pitocin (Parke Davis & 
Co.) was also administered. It was found that 260 units of cestrin 
together with four units of pitocin brought about immediate 
abortion, whereas neither 260 units of oestrin, nor four units of 
pitocin will do this when given alone. It should be noted that in 
this series the abortions occurred very shortly after the injections 
(one to six hours), whereas the cestrin abortions did not occur until 
36 to 48 hours after injection. 

Parkes also made an observation of considerable interest in 
comparing the abortifacient action of pituitrin, i.e., the mixed 
oxytocic and pressor principles, with that of the separated con- 
stituents. It was found that two units of pituitrin brought about 
abortion with great regularity while, as mentioned above, four 
units of pitocin were almost without effect. On the other hand, 
vasopressin was found to produce abortion in six cases out of eight. 
In these cases the abortions occurred 24 to 72 hours after injection, 
and were probably due to some vascular disturbance causing foetal 
death with subsequent evacuation of the uterus. 

With regard to the effects of cestrin injections on the pregnant 
human female there is little reliable evidence. This is not surpris- 
ing when we consider the relative sizes of the female rat and the 
human female, and the enormous doses which must be necessary 
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to produce noticeable effects in a pregnant woman. Since material 
of the requisite potency has only very recently become available, 
reports of the effects produced by the material in use two or three 
years ago must be regarded with caution. Extremely successful 
results with a commercial preparation (Parke Davis Ovarian 
Residue without corpus luteum) were claimed by Addis® in the 
induction of labour. He was able to induce labour by injecting 
1 c.c. of the solution mentioned—this produced an increase in 
uterine contractions, which, however, died down after about three 
hours. A second dose of 1 c.c. was then given, followed by castor 
oil. Further injections were given if necessary. Addis used 
this method successfully in 22 cases, which varied as regards stage 
of gestation from 36 weeks to one week post-mature. 

On the general question of oestrin injections during pregnancy, 
whether the oestrin is injected as such, or is produced in the 
organism by action of anterior hypophyseal transplants upon the 
ovary, it is probable that the endocrine conditions differ among 
different types of animal. According to Zondek and Aschheim’*** 
the urine of the pregnant human female becomes flooded with 
cestrin early in pregnancy. This, of course, corresponds with a 
high concentration of cestrin in the blood. In these conditions it 
is difficult to understand how relatively small doses, such as might 
be given by injection, could affect an organism in which there 
is already present a very much larger quantity of the hormone. 
Unless some delicate equilibrium exists between the cestrogenic 
and luteinising factors it would appear to be impossible to produce 
effects such as have been reported by Addis. The hormone content 
of the blood of the commoner animals is not at present well known. 
In the cow, pregnancy diagnosis according to the Zondek- 
Aschheim technique, has so far produced no information.'*’ Experi- 
ments on this point in the laboratories of this Institute have not 
shown the presence of more than traces of oestrin in the urine. 
The success obtained in a case of retained foetus in a cow*! may 
possibly be dependent on the absence of cestrin in significant 
quantity in the pregnant cow. A point which would seem to be 
contrary to this possibility is the presence of cestrin in the cow 
placenta (Parkes'**) in quantity comparable with that present in 
the human placenta. 

There appears to have been no large amount of work published 
on the clinical use of oestrin in human pregnancy. Dodds and 
Robertson*? report negative results in three carefully controlled 
cases. 


Since the discovery of the presence of cestrin in the blood and 
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urine of pregnant women it has become possible to examine cases 
of bilateral odphorectomy in pregnancy from a new angle. 
Recently Waldstein'*’ has given an account of such a case. The 
patient was 26 years of age; both ovaries were removed on the 34th 
day of pregnancy on account of dermoid cysts. The pregnancy 
was complicated by serious vomiting in the early weeks, and by 
psychological disturbances later on. Nevertheless, labour was 
normal, and a healthy female child weighing 3.5 kgs. was delivered. 
Lactation proceeded normally. During this period uterine 
involution occurred, and by the third month the uterus had reached 
a length of seven cm. At about this time flushings, night sweats 
and ‘‘anxiety states’’ began to appear. Waldstein points out that 
these phenomena of castration made their appearance only after 
the pregnancy had terminated. Examination of the blood during 
the last month of pregnancy showed that its oestrin content was 
about 1 m.u. per c.c. (No details of standardisation were given, 
however). This figure agrees with those of Fels®* and M. Smith."* 
The urine was examined by the technique of Zondek and Aschheim 
for the presence of hormones characteristic of pregnancy, and it 
was found that the excretion of these hormones was apparently 
normal. When, however, the urine was examined with regard 
to its oestrin content it was found to contain only 400 to 500 m.u. 
per litre. This is considerably lower than the figure given by 
Zondek"**, viz. 7,000 to 10,000 m.u. per litre. After delivery the 
placenta was examined and was found to contain ca. 300 m.u. 
This figure also appears to be low, but agrees with an estimate by 
Glimm and Wadehn.* From these considerations Waldstein 
arrived at the conclusion that the placenta was the site of the 
formation of the ovarian hormone the presence of which he had 
already demonstrated in the blood and urine of his patient. This 
conclusion is somewhat remarkable in view of a calculation made 
by Waldstein himself, as a result of which he found that the oestrin 
content of the placenta corresponded exactly with the cestrin 
content of the blood which it contained. 

This case is of considerable interest in view of the conclusions 
of Baniecki'*® according to which the ovary is regarded as the active 
agent in producing the pregnancy changes in the anterior lobe of 
the pituitary. Since it is now known that there is cestrin present 
in the blood during pregnancy even in the absence of both ovaries, 
this conclusion will require to be revised. 


III. PLacentAL HORMONES. 
It has been thought for many years that the placenta is an 
organ of internal secretion, but it is only recently that the com- 
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plexity of the part it plays in this respect has been realized. Only 
the very briefest review can be given here of this aspect of the 
subject, but detailed reviews will be found in the general references 
given at the end of this communication. Recently a full review of 
the modern literature has been published in a paper by J. B. 
Collip.*? 

The earliest observed fact on this subject was that the placenta 
yielded large quantities of cestrin when extracted with suitable 
solvents. The importance of this is difficult to see, since it is not 
at all clear whether the placenta itself produces the hormone, or 
whether it merely acts as a store-house. Adherents to the latter 
view claim that the placenta prevents cestrin manufactured by the 
ovaries from reaching the foetus, by storing it up. It was shown, 
however, in 1928 by Zondek that implants of human placenta into 
mice were capable of producing a series of very definite changes, 
and similar results have been obtained by Phillipp. It seems 
unlikely that an organ acting merely as a store-house should be 
capable of yielding large quantities of oestrin over a prolonged — 
period on transplantation. Zondek also demonstrated that not 
only did an implant of placenta produce sexual maturity in a 
prepubescent mouse but in addition caused ovulation and the for- 
mation of corpora lutea in the ovaries. While it is well-recognized 
that the former action can be produced solely through the action 
of cestrin, it is very definitely agreed that this substance is unable 
to stimulate the ovary or to produce follicular ripening or corpora 
lutea. It would appear, therefore, that in addition to cestrin the } 
placenta possibly produces a follicle-ripening and a luteinizing, 
hormone. The similarity of this action to that of the substance 
occurring in the urine of pregnant women is obvious. As has 
already been pointed out, injection of the urine of pregnant women 
into immature mice produces cestrin and the formation of corpora 
hemorrhagica. For various reasons previously outlined Aschheim 
and Zondek, who used the presence of this substance in urine as 
the means of diagnosing pregnancy, regarded the anterior lobe of 
the pituitary as the source. The question then arises as to whether 
the follicle-ripening and luteinizing effects of the placenta are due 
to material obtained and stored from the anterior lobe of the 
pituitary, or whether an entirely different substance is involved. 
A third possibility also arises, namely as to whether the placenta 
may not be the source of the substance responsible for the Asch- 
heim-Zondek reaction. At the present time it is impossible to 
answer these questions with any certainty. 

Recently a series of publications have appeared by Collip*? who 
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describes the preparation of a substance from placenta which is 
inactive when given subcutaneously to castrated rats, but at the 
same time is capable in small doses of producing cestrus in pre- 
pubertal uncastrated females when given by mouth. He maintains 
that this substance is not oestrin and that it is a new principle. In 
addition, it is capable of causing the formation of corpora lutea. 
The latter property is not always present, and in his later publi- 
cation Collip has abandoned this as a criterion of activity. As 
can be seen from this very brief outline the subject is very compli- 
cated indeed. Unfortunately, each investigator has given a special 
name to his own particular hormone, and it is quite possible that 
many hormones with different names are in effect the same 
substance. Again, it is often difficult to determine in many of 
these publications where theoretical separation of hormones one 
from the other ceases, and practical isolation begins. It is hoped 
that the following diagram (modified from Zondek) gives a 
summary of the position up to the present time. The present 
authors have written in the names of the respective internal 
secretions as given by the respective workers, and have indicated 
those which appear to them to be the same. It must be understood, 
however, that the responsibility for this grouping in diagrammatic 
form rests entirely with the present writers and is not necessarily 
in accordance with the views of the original investigators who gave 
the particular names. 


IV. INVESTIGATIONS ON THE HUMAN PREGNANT FEMALE. 


Prior to 1920 a number of papers had appeared in the German 
literature (for example, Fellner®’) dealing with the functions of the 
placenta at the close of pregnancy. It was generally asserted that 
| the placenta elaborated substances which, either by entering the 
\ maternal blood or directly, stimulated the uterus to contract. In 
1922, however, de Snoo**® published a paper in which exactly the 
opposite function was ascribed to the placenta. It was asserted, 
in fact, that the placenta exerted an inhibitory effect upon the uterus 
and that towards the close of pregnancy, when the activity of the 
trophoblastic element of the placenta degenerates, the uterus was 
gradually freed from this inhibitory influence. De Snoo reached 
his conclusions mainly on the ground of clinical observations. 
Very recently Schumacher,'’® finding the theory of de Snoo 
attractive, performed a series of experiments on animals with a view 
to testing his conclusions. His method consisted in implanting 
into a series of pregnant mice portions of human and animal 
placentz taken from cases of early pregnancy. Abortion was not 
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observed—nor, on the other hand, was there any prolongation of 
pregnancy. Thus, the expected inhibitory effect of placental 
products was not obtained. A similar series of experiments in 
which the placenta was given by the mouth from the tenth day of 
pregnancy onwards, also gave a negative result. (De Snoo has 
claimed that he has successfully treated cases of habitual abortion 
with dried placenta, per os). Experiments on the surviving 
guinea-pig’s uterus also failed to produce evidence that the 
placenta contained substances capable of inhibiting uterine con- 
tractions. 


In 1928 Hofbauer” pointed out that since bilateral odphorectomy\ 


was not in the human female necessarily followed by abortion or 
resorption, some cause other than the corpus luteum must be looked 
for to explain the tolerance of the uterus to its contents. With 
this in mind, he noted the experiments of L. Asher'’ in which it 
was found that bile salts, and other substances whose effect was to 
lower surface tension, profoundly altered the reactions of the 
autonomic nervous system to drugs. It had already been observed 
by Kleesattel*® and Siisstrunk’*®® that from the second month of \ 
pregnancy onwards there is a steady increase in the bile acid 
content of the blood of pregnant women. Hofbauer, therefore, 
carried out some experiments on the effect of bile salts on the 
response of the isolated uterus to pituitrin. These resulted in the 
discovery that bile salts in the concentration used (five to ten mgs. 
per 100 c.c.) completely inhibited the response of the isolated 
guinea-pig uterus to pituitrin. It was found that the inhibitory 
effect of bile salts decreased as pregnancy advanced, so that with 
a uterus taken from a guinea-pig near term a greater dose of bile 
salts was required to inhibit the effect of pituitrin. It would seem, 
therefore, that the presence of bile salts in the blood of pregnant 
women would be of use in assisting to maintain the uterus in a / 
state of quiescence during the early stages of pregnancy only. The 
irritability of the uterus and the concentration of bile salts increase 
together, and both reach a maximum at the time of birth, so that 
the bile salts cannot be entirely responsible for inhibiting uterine 
contraction in the later stages of pregnancy. 


In the paper referred to above, Kleesattel describes the examina- 
tion of the urine for the presence of bile salts in over 150 cases of 
pregnancy. Sixty of these were examined a few hours before 
delivery, and in 75 per cent, high values were obtained. Seventy 
cases were examined directly after delivery, and of these 95 per 
cent showed very high values of bile salts. There is, therefore, 
at about the time of labour a very considerable excretion of bile 
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salts into the urine. Corresponding to this, Kleesattel was able to 
show that there occurred a sharp fall in the concentration of bile 
acid in the blood. During the course of pregnancy and labour 
85 sera in all were examined. It was found that from the third 
month onwards the bile acid content rose till a maximum was 
reached shortly before delivery. During the actual process of 
labour no cases were examined, but sera obtained immediately after 
delivery showed a fall of bile acid content to the value usual in 
a three months pregnancy. During the next ten to twelve days the 
value rose gradually and sometimes exceeded that found in 
pregnancy. Since no evidence is given as to whether the fall in 
bile acid content of the blood begins immediately before or 
immediately after the onset of labour, it is impossible to draw any 
conclusion as to the relation, if any, of the bile acid concentration 
in the blood to the onset of labour. In view of the rise which 
occurs in the puerperium to values as high as those observed before 
delivery it would seem probable that Kleesattel’s conclusion, 
namely that the observed changes bear some relation to fat meta- 
bolism and possibly milk production, is more likely to be correct. 


The opinion still seems generally to be held that the placenta 
exerts a stimulating rather than an inhibitory effect on uterine 
contraction (see also below.) In 1927 Brdiczka’® carried out some 
experiments on the surviving guinea-pig’s uterus in which blood 
serum from pregnant women was added to the uterus-bath. It was 
found that blood from women in the late stages of pregnancy, 
from parturient women, and fluid pressed out from the placenta, 
all produced strong contractions of the uterus, whereas serum from 
normal women or women early in pregnancy produced little or no 
effect. The result with the placental pressings led Brdiczka to 
the conclusion that the placenta was the source of the oxytocic 
material. 


Very similar results have recently been obtained by Fontes.”* 
In these experiments Fontes showed that blood taken from partu- 
rient women was much more oxytocic than that from women not 
in labour. Further, the serum from a parturient woman whose 
labour pains were slight or of moderate intensity was found to 
produce correspondingly moderate effects on the isolated uterus, 
whereas serum from a patient with good pains produced “‘ une 
vraie tempéte de contractions.’’ From the fact that the oxytocic 
substance disappeared from the blood of his patients very shortly 
after delivery, Fontes concluded that this substance had its origin 
in the foetus. 


Experiments on the oxytocic power of human serum had been 
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carried out in 1911 by von der Heyde’** and by Rongy.'’” These 
authors obtained blood from women in labour, and from the 
umbilical cord, and injected it into women whose labour was not 
progressing as rapidly as was desired. They claim to have 
observed a great increase in the frequency and strength of the 
labour pains as a result of the injections. More recently Perez’®® 
has reported similar experiments in which he also obtained positive 
results. The work of von der Heyde and Rongy has been adversely 
criticised by Kross*’ on the ground that the results obtained were 
not sufficiently definite to justify the assumption that the injections 
had been effective. The same criticism would appear to be 
applicable to the work of Perez. In regard to the latter’s experi- 
ments it is to be noted that the volumes of blood employed were 
very large (50 to 300 C.C.). 

The problem of the actual exciting cause of true labour con- 
tractions does not appear to have been made clearer by this type 
of investigation. Brdiczka and others having shown that serum 
from the tenth month of pregnancy was definitely oxytocic in 
character, we appear to be faced with the problem of accounting 
for the absence of uterine contraction in spite of the continued 
presence of a stimulus. 

In 1928 two papers by Sievers'’ appeared in which it was 


suggested that the placenta stores up choline during pregnancy, 
and that during labour this choline is liberated by pressure and 
becomes immediately available to stimulate the uterus to further 
contraction. In the following year Wrede, Strack and Bornhofen’™ 
published a very complete answer to Sievers’ suggestion, and 
pointed out a number of serious errors in that author’s paper. 


V. PARABIOSIS. 


The well-known case of the Blatschek sisters’* aroused such 
interest that a number of investigators took up the question of the 
cause of the onset of labour (and other problems) by the method of 
parabiosis. Amongst these were Morpurgo” and Sauerbruch and 
Heyde."** The experiments of the latter consisted in joining 
together rats by coelio-anastomosis. The partners were so chosen 
that (a) a fefmale in late pregnancy was joined to a normal female 
or male, and (b) a pregnant female was joined to a pregnant female 
much less advanced in pregnancy 

In the first series no effect was observed on the duration of the 
pregnancy, but it was noted that shortly before and during the 
process of labour, the non-pregnant partner, whether male or 
female, became exceedingly ill and even in some cases died, It was 


D 
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found that if the partners had been joined for a long time before 
the onset of labour, then the non-pregnant partner was relatively 
unaffected, whereas if the time between operation and labour was 
short, the non-pregnant partner was very severely affected. 

In the second series (five pairs) the more advanced partner was 
delivered at the normal time in all cases. In two cases the less 
advanced animal was unaffected by her partner’s labour and was 
delivered at her own term. In the remaining three pairs the labour 
of the more advanced animal was followed very shortly by a flow 
of blood from the vagina of the less advanced animal with subse- 
quent abortion of non-viable foeti. No details as to the exact 
stage of gestation of the partners were given. 

In the next few years the parabiosis technique was capo cl in 
the study of various problems, but it was not until 1921 that the 
problem of the onset of labour was again touched upon. In that 
year Matsuyama” published a lengthy paper on parabiosis. He 
was mainly concerned with histological changes, but his results 
with pregnant females joined to normal males differed from those 
of Sauerbruch and Heyde in that he found in such cases that 
pregnancy was nearly always interrupted. Kross*’ in 1926, finding 
that the conclusions reached by the earlier workers on parabiosis 
did not appear to be warranted by their experimental results, 
re-investigated the problem of the onset of labour. His experiments 
consisted of a repetition of Sauerbruch and Heyde’s experiments. 
In all 11 pairs of animals were used. In only one pair did there 
appear to have been any influence on the less advanced partner 
by the more advanced animal. He concludes, therefore, that there 
is insufficient evidence for the supposed influence of the labour of 
one partner upon the other. 

In more recent times the problems of anterior pituitary secretion 
have been investigated by the parabiotic technique. (Martins,** 
Kallas,*° Fels.**) 

Fels (1929) again took up the question of parabiosis in preg- 
nency. His conclusions agreed with those of Kross—i.e., that if 
two pregnant animals at different stages of pregnancy are joined 
together, no effects are observed upon the duration of pregnancy 
in either partner. When, however, the pregnant animal is joined 
to a castrate of either sex the continuance of pregnancy is, 
according to Fels, impossible. The reason for this is made clear 
by an examination of the ovaries of the pregnant partner. It is 
found that the condition of the ovaries is identical with that found 
after implantation of fresh anterior lobe substance. The technique 
of parabiosis between a pregnant femaie and a castrate animal 
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(of either sex) appears to amount to the same thing as administra- / 
tion of anterior lobe hormones. / 

In a review by Rucker'® of recent work on the cause of the 
onset of labour a point of clinical importance is raised to which 
little or no attention has been given. This is the dilatation of the 
cervix. He points out that frequently it may happen when labour 
is to be induced before term that the introduction of a bag within 
the cervix presents no difficulty, that pains occur with admirable 
force and regularity, yet labour does not proceed. This delay is 
often due to an undilated cervix. Since the pains are adequate the 
uterine muscle must be sufficiently developed to complete the 
process of delivery; Rucker, therefore, concludes that some 
unknown factor must exist whose function is to co-ordinate the 
degree of dilatation of the cervix with the development of labour 
pains. 

In the later portion of his paper, dealing with the possible 
hormones present during pregnancy, Rucker appears to have 
fallen into a misapprehension. It would seem that he believed the 
follicular hormone (ocestrin) to be identical with that of the corpus 
luteum, and to have similar functions. For example, he dismisses 
the work of Smith,''* who determined the cestrin content of the 
blood during pregnancy, on the ground that the assay of the cestrin 
content of blood or any fluid is liable to large error unless certain 
precautions are taken. Believing, however, that the corpus luteum 
hormone and cestrin were identical Rucker was compelled to believe 
that this hormone decreased in amount in the blood as pregnancy 
advanced. He believed this to be brought about by a process of 
sclerosis in the placenta, and that until the ‘‘Female sex hormone’”’ 
decreases in quantity in the blood, the cervix will not dilate. In 
the light of recent advances in our knowledge of the corpus luteum 
hormone, and of cestrin, it is quite clear that they are not identical. 
Nevertheless, the question raised by Rucker in regard to the cervix 
draws attention to a subject which has so far received no attention 
from workers on the physiology of pregnancy and labour. 


SUMMARY AND CONCLUSIONS. 


From the foregoing résumé of the literature, and despite its 
apparent complexity, it must be admitted that there are no final 
views upon the nature and functions of the sex hormones; the 
bearing of these upon pregnancy and labour is very definitely 
not understood. A careful consideration leads the reader to ask 
whether it is possible to answer the following questions: 1. is the 
onset of labour due to the sudden appearance or accumulation of 
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a chemical substance in the blood which acts on the uterus? or 
2. is the onset of labour due to nervous impulses possibly started 
through purely visceral stimuli, e.g., the distension of the uterus, 
etc? It must be admitted that even when the vast amount of work 
already performed has been taken into account this question must 
remain unanswered. The method of parabiosis has failed to reveal 
an answer to the former question, while the latter is so complicated 
as to require much more research. It is felt that it would be highly 
desirable to settle whether or not labour is due to a chemical sub- 
stance, and experiments are now in hand with a view to elucidating 
this problem. 


It has been possible to undertake this work through the medium 
of a grant from the Gibbons Research Fund. A sum of money has 
been given annually for the problem, in order that this work may 
be carried on, and practically the whole of the expenses have been 
defrayed from this grant. 

It is also with the greatest pleasure that we thank Dr. Gibbons 
himself, for his personal advice and interest during -this investiga- 
tion. 
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THE name “recurrent toxzmias of pregnancy’’ was given by 
Kellog’ in 1922 to a ‘“‘group of cases which, though showing no 
clinical manifestations of chronic nephritis when not pregnant, 


according to the ordinary methods of clinical observation, never- 
theless in all or in the majority of pregnancies showed kidney 
insufficiency or toxic manifestations.’? From a study of 41 cases 
of pregnancy toxzmias Kellog concluded that 8, or 15 per cent, 
belonged to this group. He admits, however, that further investi- 
gation along laboratory lines may show that this group really 
consists of patients who have a faulty kidney balance, i.e. a 
balance which allows them to live without kidney manifestations 
when not pregnant but, when the load of pregnancy is added, 
develop kidney insufficiency, Stander and Peckham? recognize a 
group of cases which appears to be the same group, and which 
they designate ‘‘low reserve kidney.’’ The outstanding charac- 
teristics of this group, according to these authors, are : 


1. An elevated blood pressure, which at the end of the puer- 
perium has dropped to a normal level. In most instances this 
elevation is not very marked, rarely exceeding 150 mm. Hg. 
systolic and go mm. Hg. diastolic. 


2. The amount of albumin in the urine is never very great, 
varying before delivery between a fraction of a gram and two 
grams per litre, although the lower figures are most usually 
observed. The albumin disappears during the puerperium, and 





Kidney of Rabbit D47. In the cortex there is a well-marked 
interstitial change, and many of the tubules are cystic. This animal 
was albumen free in the intervals between pregnancies. x 140. 














Kidney of Rabbit C7. In the cortex there is very advanced 
interstitial change with cystic dilatation of convoluted tubules. x 100. 
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the patient leaves the service, either without albumin, or with, 
at the most, 0.1 gram per litre. 


3. The outstanding characteristic is the fact that in subsequent 
pregnancies, the patient’s condition does not become aggravated, 
and she is as well as, or better than, she was in the preceding 
pregnancy. 


4. The blood chemistry as well as the urinary analysis reveals 
nothing abnormal. 

Kellog’s view has been adopted by Young,’ among others. 
Young concludes that women with a toxzemic history commonly 
have resident within their body some morbid influence, an ‘‘X 
factor,’’ which is not inconsistent with good health between their 
pregnancies, but which is inconsistent with the normal continuance 
of pregnancy for the full time of nine months because it causes 
placental damage which he believes is the cause of eclampsia. 
What the ‘‘X factor’’ is is not at present evident but he believes it 
may ultimately prove to be of an infective nature, e.g. chronic 
endometritis, metritis, cervicitis or focal infection. An obvious 
objection to this view is that eclampsia and the placental damage 
supposed by Young to precede and cause it, are most common in 
primipare in whom such an infective factor is least likely to be 
present, and in fact can only rarely be demonstrated. Another 
serious objection to the view of Kellog and Young is that pointed 
out by Gibberd*. Gibberd observed during at least two preg- 
nancies 47 patients all of whom had healthy kidneys prior to the 
first observed pregnancy. Of these 47 patients, in six (13 per cent), 
signs of permanent renal damage persisted for a year or longer 
after the termination of the pregnancy. These therefore became 
chronic nephritics. Among these six cases the average time 
between the date on which the albuminuria was first noted and 
that on which pregnancy was terminated was nine weeks. The 
remaining 41 patients showed no signs of renal disease in the 
intervals between successive pregnancies, and these are divided as 
follows : 


1. 27 patients in whom the first albuminuric pregnancy was 
terminated within three weeks of the time that the albuminuria 
was first observed. Albuminuria recurred with the next pregnancy 
inti. This gives a recurrence rate for this class of 4o per cent. 


2. 14 patients in whom the first albuminuric pregnancy was 
terminated at some time later than three weeks after the albuminuria 
was first observed. Albuminuria recurred with the next pregnancy 
in 10 cases, a recurrence rate of 70 per cent. 
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The recurrence rate therefore in this series can be related to the 
duration of the albuminuria. Is there any evidence that any of 
the morbid influences predicated by Young, such as chronic 
metritis or infective foci can be correlated with the duration of the 
albuminuria? If, on the other hand, we assume that the morbid 
condition is a more or less severe degree of permanent renal damage 
the matter becomes simple. In six cases in which the albuminuria 
had lasted for an average of nine weeks chronic nephritis 
developed in all. In 14 cases in which it lasted over three weeks 
70 per cent sustained permanent damage to their kidneys, as 
shown by recurrence of albuminuria in subsequent pregnancies, 
while in 27 cases in which the albuminuria lasted less than three 
weeks the incidence of chronic nephritis, as shown by the 
pregnancy test, was only 4o per cent. 

In the work described below we have approached the problem 
from an experimental angle and believe that we have obtained 
evidence showing that in such cases in which recurrent toxzemia 
occurs in successive pregnancies there is really, all the while, a 
pre-existing chronic renal damage though the ordinary methods 
of clinical examination failed to show any kidney abnormality in 
the intervals between pregnancies. Our work also leads us to 
suggest that even when such chronic nephritis does exist, the 
symptoms and signs do not necessarily appear earlier, and may 
indeed appear later, in successive pregnancies. 

For the experiments 29 rabbits, which were observed altogether 
in 54 pregnancies, were used. For controls we observed 10 healthy 
rabbits in 17 pregnancies. The 29 rabbits were treated by successive 
doses of sodium oxalate intravenously or by uranium nitrate sub- 
cutaneously. All suffered from acute nephritis of varying degrees 
of severity lasting in each case for some weeks. We do not include 
here details of the treatment or of the reaction of the animals, as 
they are mostly irrelevant to the subject under discussion. The 
essential point is that all these 29 animals were, as a result of 
treatment, suffering from more or less severe chronic kidney damage 
and that histological examination shows well-marked interstitial 
change in the cortex, partly destroying and replacing the con- 
voluted tubules and the glomeruli. 

The occurrence of albuminuria was noted (a) in the control 
rabbits and (b) in those suffering from chronic nephritis (1) between 
pregnancies and (2) during pregnancies. Each animal was kept 
in a urine cage for 12-15 days before pregnancy and the urine 
tested daily. During pregnancy they were kept on urine trays 
from the time when pregnancy was diagnosed, namely about the 
1oth day, and the urine collected and tested daily till 8 or 10 days 
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after littering. Prolonged blood pressure observations were made 
with a special apparatus similar to that used by Squier’ but the 
results were unsatisfactory and no conclusions could be drawn. 
The following were the results of the observations : 


(A) 10 control rabbits (17 pregnancies). In three of these 
pregnancies (17.6 per cent) observed daily from an early stage, 
there was a trace of albumin on two separate occasions. There 
was not any albumin in the intervals between the pregnancies. The 
kidneys of these three animals were examined histologically and 
no abnormality was found. It is well known that traces of albumin 
are occasionally found in caged animals. 

(B) 29 nephritic rabbits (54 pregnancies). The findings in 
these can be divided into three groups :— 

(a) Albumin present in the latter part of each pregnancy, but 
absent in early pregnancy, and in the intervals between pregnan- 
cies, 16 rabbits (28 pregnancies), 52 per cent. 

(6) Intermittent albuminuria in the intervals between preg- 
nancies, and in early pregnancy, and albuminuria constantly present 
in late pregnancy. Nine rabbits (14 pregnancies), 26 per cent. 

(c) No albuminuria in pregnancy nor in intervals between,—six 
rabbits (12 pregnancies), 22 per cent. 


In group c there are two rabbits, C27 and D24, which in certain 
pregnancies appeared in group a, viz., had albumin in the latter 
part of pregnancy but none in early pregnancy nor in the interval 
between. (C27, a chronic nephritic, was pregnant five times; it 
had albuminuria in the latter part of the first three pregnancies 
but no albuminuria in the intervals between them. In the last 
two pregnancies, and in the intervals between them, there was no 
albuminuria. There was, between the first and second pregnancies, 
a nine months’ interval, three months between the second and 
third, six months between the third and fourth, and eight months 
between the fourth and fifth. D24 had three pregnancies. In the 
first there was no albuminuria, but there was albuminuria in the 
latter part of the two succeeding pregnancies, though not in the 
interval between. There was only an interval of six weeks between 
each pregnancy. These two observations suggest that the long 
interval between certain pregnancies allowed the damaged kidney to 
recover to some extent. MacNider and Helms® found that in dogs 
after a marked intoxication by uranium nitrate, recovery might take 
place with anatomical repair in liver and kidneys, but this probably 
refers to acute cases. So far as we know there is no evidence that 
recovery can occur from chronic interstitial nephritis in the human 
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subject. Therefore in 78 per cent of 54 pregnancies occurring in 
rabbits with damaged kidneys there was albuminuria during preg- 
nancy, and in 66.6 per cent of these cases there was no albuminuria 
in the interval between pregnancies. 

In a large number of the animals included in groups a and b 
the blood urea was examined as soon as pregnancy was discovered. 
In no case was it found to be raised, although in every case it had 
been raised often to a very high figure during the period of pre- 
liminary treatment. It may therefore be presumed that, though 
the subjects of chronic nephritis, none of these animals had raised 
blood urea in the intervals between pregnancies. 

We shall quote one or two examples in some detail to illustrate 
clearly the treatment and findings. 


Rabbit D47. This animal was treated by nine monthly sub- 
cutaneous injections of uranium nitrate from 19th November, 1928 
till 19th July, 1929. Its normal blood urea was 30 mg. per cent. 
and during treatment the highest figure reached was 60 mg. per 
cent. It became pregnant for the first time on goth August. From 
the 1oth day, when observation began, there was a constant 
albuminuria, except during four days, viz., 15th, 16th, 17th, and 
18th days—till the end of pregnancy. After the pregnancy there 
was albuminuria for the first two days. The urine then completely 
cleared up and remained albumin-free till the second pregnancy 
which began on February 4th, 1930. Urine cage observations 
began again on the 1oth day of pregnancy. There was no albumin 
during the first four days of observation. The albumin appeared 
and remained constantly present until littering, which occurred at 
full time (30 days). The animal died one month later and a section 
of the kidney is shown in Figure 1. It will be seen that there is a 
well marked interstitial change in the cortex. 


This illustrates the contention that there may be a chronic 
interstitial nephritis existing in the intervals between pregnancy 
and flaring up into a subacute condition during the latter part of. 
pregnancy, and yet there may be no albumin in the urine during 
the interval between pregnancies. Nor may there be any evidence 
in an elevation of the blood urea. This normal condition of the 
blood urea has, in chronic nephritis, been abundantly demonstrated 
by our previous experiments’ and from clinical experience. 

Further, we believe we have obtained evidence to suggest that 
even when there is such occult chronic renal damage the 
albuminuria may not necessarily appear at an earlier period in 
each succeeding pregnancy as is commonly stated. To illustrate 
this we include the following table : 
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2 months | 
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| hematoma 
| Abortion pos- 
| sibly due to 
| handling 


2 months | 
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2 months | 


1 month 
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| 
| 2 months 








6 months 





A study of this Table shows that in some chronic -nephritic 
animals the albuminuria did not always appear earlier in successive 


pregnancies. 


Thus in C7 the albumin did not appear earlier in 


the second pregnancy than in the first, and in the fourth pregnancy 
The kidneys of this 
animal show a very marked degree of chronic interstitial change 
(Fig. 2), the cortex being very largely destroyed, the interstitial 
tissue replacing the convoluted tubules, and many of the remaining 
tubules being dilated into cystic spaces from which the epithelium 


it appeared four days later than in the third. 
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has largely disappeared. A section of this kidney is shown but 
it conveys a totally inadequate idea of the amount of kidney injury 
present. To appreciate this the sections themselves must be 
studied. Yet in this animal with such extensive kidney damage 
there was no albuminuria in the intervals between pregnancies, it 
did not always appear earlier in successive pregnancies, and in the 
fourth pregnancy it actually occurred later than in the third. 


SUMMARY AND CONCLUSIONS. 


. We bring forward experimental evidence to show that chronic 
ae damage may exist during the intervals between pregnancies 
and yet give no clinical indication of its presence. 


2. In these cases, the subjects of occult nephritis, albuminuria 
appears towards the end of pregnancy. 


3. The albuminuria need not necessarily appear at an earlier 
date, and may even appear at a later date, in successive 
pregnancies. 

4. These observations suggest that in the so-called ‘‘recurrent 
toxzemias of pregnancy”’ there is all the while a mild degree of 
chronic renal damage, which undergoes exacerbation under the 
strain of pregnancy, and that the ‘‘low reserve kidney’’ may be in 
the same category. 
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Leucorrheea in the Virgin. 


By ALBERT SHARMAN, B.Sc., M.B., Ch.B. (Glasgow). 


McCunn Research Scholar and Surgeon, Out-patient Department, 
Roval Samaritan Hospital for Women, Glasgow. 


PART I. 
INTRODUCTION. 


IT is essential, at the outset, that my interpretation be defined on 
the meaning and scope of this subject. 

It is, of course, generally known that, etymologically, 
‘leucorrhaea’ means ‘white flux.’ Gynzecologists, however, have 
almost universally come to regard it as synonymous with a vaginal 
discharge, other than menstrual or blood stained, and having its 
origin from some part of the female reproductive tract. It is to this 
broader meaning of leucorrhoea that I have adhered and I have in- 
cluded in this work, vaginal discharges which are generally white 
or yellowish and of a degree of profuseness such as to warrant 
being considered abnormal. 

It is readily appreciated that it is no easy matter to diagnose 
certainly the virgin state. There is no positive, single sign of 
virginity. Absence of the hymen does not necessarily indicate 
as Glaister’ expresses it, loss of virginity, neither does its persis- 
tence unequivocally point to the existence of virginity. Cases, 
indeed, have been known of pregnancy in women in whom the 
hymen was apparently intact, and it is not impossible for a gonorr- 
hoeal infection to be present with no local signs of defloration. 
It is obvious, therefore, that a primary difficulty is here encoun- 
tered in investigating these cases, but I have laid down as the 
criteria of judgment, (a) an apparently intact hymen, (b) a normal 
condition of the fossa navicularis and (c) an emphatic denial of 
sexual intercourse—on this, in many cases, little reliance can be 
placed. All patients in whom the vagina admitted one finger 
easily without anzsthesia, or two fingers easily under anesthesia, 
were excluded from my series. In those cases which have merely 
been reviewed and have not come under my personal attention, 
I have had to base observations on the recorded notes of examina- 
tion, but there, too, I have endeavoured to exclude those admitting 
of some reasonable doubt as to virginity. 
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An endeavour has been made in all instances to exclude cases, 
particularly in the series not personally examined, in which the 
vaginal discharge was definitely greenish in colour, or in which there 
was the slightest doubt, in whatever way obtained, as to the pos- 
sibility of a gonococcal infection. It is recognized that absence 
of gonococci on the most careful bacteriological examination is no 
proof of the absence of gonorrhoeal infection, either present or 
past. 

An increase of the normal ‘white’ vaginal discharge is not un- 
common in young unmarried women whose health becomes ‘run 
down.’ Anzmia, asthenia, malnutrition and constipation are causa- 
tive factors, and when these are remedied, the excessive ‘whites,’ 
generally temporary and varying from day to day, soon cease to 
trouble. This mild condition is not to be confused with the pro- 
fuse, persistent leucorrhoea that so very often defies treatment. 

The investigation has been confined to women between puberty 
and menopause, the interpretation of the former being the onset of 
the first menstrual period and of the latter, the stoppage of men- 
struation or commencement of gross menstrual irregularity after 
forty years of age. 


ANATOMICAL CONSIDERATIONS. 


In order to understand the pathogenesis of the condition, it is 
necessary to study the anatomy and, more particularly, the histol- 
ogy, of the female genital tract. The two Miillerian ducts of the 
embryo, lined by columnar epithelium, fuse to form the Fallopian 
tubes, uterus, cervix and vagina of the adult. The epithelium 
becomes converted in the tubes to ciliated columnar epithelium, 
in the body of the uterus to low columnar epithelium, in the 
cervix to a non-cilated high columnar epithelium with regular 
basal nuclei, and in the vagina to squamous epithelium. Actually, 
the change in vaginal epithelium is not due to a conversion 
of the original columnar epithelium but to a replacement of it 
by squamous epithelium growing from below, upwards, from the 
region of the uro-genital membrane. Simple tubular glands appear 
in the uterine endometrium and compound or racemose glands in 
the mucus-secreting cervical epithelium. The vaginal mucosa, as 
a rule, contains no glands, but elementary glandular structures 
have occasionally been detected. Normally, squamous epithelium 
lines the entire vagina and also the vaginal aspect of the cervix: 
there it contains no glands. This squamous epithelium is, in its 
deeper basal layer, composed of cylindrical cells, superficial to this 
being several layers of polygonal “‘prickle’’ cells and more super- 
ficial still, flat cells which may be cast off at intervals. Normally, 
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the cervical canal is lined with columnar epithelium but in the six- 
month foetus squamous epithelium is found there, which is later re- 
placed by the columnar type (2). Occasionally, the columnar 
epithelium of the cervical canal spreads out beyond the external 
os over the cervix, thus producing the so-called congenital erosion 
or pseudo-erosion (Barris’). 

The secretion from the racemose glands of the cervix is thick, 
mucoid, and viscous, and forms the typical cervical secretion. 
Munro Kerr* points out that the uterine mucosa, in common with 
other mucous membranes, secretes a certain quantity of mucus; the 
vaginal mucosa, on the other hand, having no glands, secretes very 
little, unless it is actually inflamed. Most of the secretion coming 
from the vagina, therefore, is really of uterine origin. In the quies- 
cent period of the menstrual cycle, if conditions are normal, the 
natural secretions are hardly appreciated. For a varying number 
of days preceding menstruation and sometimes for a day or two 
after it, secretion is increased and the woman’s attention may be 
drawn to it. The quantity, however, varies in different people. 


PATHOGENESIS OF LEUCORRH@A. 


Leucorrhoea in the married woman, is a common complaint, 
Davis‘ having found, in a review of one thousand histories of 
gynecological and obstetrical patients, that about 33 per cent had 
some type of leucorrhoea. In them, he found that the discharge 
varied greatly in consistence and amount but, he stated, when a 
woman has to wear a sanitary napkin at all times, or when there 
is sufficient vaginal discharge to keep the external genitalia moist 
and soil the underclothing, then that discharge is abnormal and 
requires careful investigation. 


I have endeavoured to fix these criteria in virgins in distinguish- 
ing the abnormal from a slight excess of the normal. 


Davis listed the causes and associated conditions under four 
headings: (a) Parasitic and infective, (b) Local, (c) Constitutional, 
(d) Circulatory. 

Many of his ztiological factors are only encountered in non- 
virgins and I have modified his original and extensive tabulations 
to include possible pathogenic factors in virgins, as follows :— 


A. Parasitic and infective conditions : 


Coliform Bacillus. 
Streptococcus. 
Staphylococcus. 
Pneumococcus. 


Pyogenic Bacteria 
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Micrococcus Catarrhalis. 
Vincent’s Bacillus. 
Saprophytes. 
B. Tuberculosis. 
B. Aerogenes Capsulatus. 
Rare Infections / B. Diphtheriz. 
B. Tetanis. 
B. Typhosus. 


‘ (Trichomonas Vaginalis. 
Protozoal Infections i ahons 

| Amoeba Urogenitalis. 
Oxyuris. 

Ascaris. 

Echinococcus. 

Filaria Bancrofti. 
Thrush, Oidium Albicans. 

Streptothrix infections, Actinomyces. 


Vermian Infections 


Local conditions : 

Endocervicitis and cervicitis. Endometrioma. 
Cervical erosion. Cancer of cervix. 
Polypi. Cancer of corpus. 
Vaginitis. Sarcoma. 

Uterine retrodisplacement. Tuberculosis of endometrium. 
Foreign bodies. Tubal disease. 
Chemical irritants. Fistulz. 

Adenomata. Tuberculosis of cervix. 
Constitutional Conditions. 

Anemias, including chlorosis and pernicious anzemia. 


Endocrine disturbances. 
Debilitating infections. 


Circulatory Conditions : 


Cardiac disease with vascular stasis. 
Hepatic disease with portal stasis. 


(Pelvic congestion is said to follow this stasis and to cause a 
discharge or greatly augment an existing mild one). 


Some of these are possibly not causes of leucorrhoea, but merely 
associated conditions and many of them are rare even in multipare, 
possibly not encountered in virgins and certainly not met with in 
the course of my study. 

In multiparze, however, by far the commonest cause of leucorr- 
hoea is the condition which owes its origin generally to childbirth, 
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or abortion, or gonorrhoea, namely, chronic cervicitis, or, to give 
it its synonyms, cervical erosion, proliferative adenoma (B. P. 
Watson’), and pseudo-adenoma (Eden and Lockyer‘), Certainly, 
in non-virgins, examination of the cervix very often shows signs 
ef obvious infection, and appropriate treatment directed to it is 
clearly indicated. Strachan’ states that, in general, leucorrhoea is 
almost always a sign of cervical infection. Whether this is true or 
not in virgins remains a matter of doubt, and both macroscopic 
and bacteriological investigations which I have made and which 
will be commented upon at a later stage, make one sceptical. In- 
deed, Curtis* has stated, working mainly on the non-virgin, that 
continued leucorrhoea may persist in the absence of cervical 
infection, provided there is extensive hyperplasia of gland tissue 
or partial obstruction of the cervical canal, interfering with drain- 
age; also that, in the event of disappearance of bacteria from the 
tissues, the cervix is no longer a focus responsible for ill-health, 
other than that incident to mechanical annoyance from innocent 
discharge. He holds, however, that the infected cervix is the chief 
source of the chronic leucorrhoea and that the pathology responsible 
consists of redundant, hypersecreting, glandular tissue, often 
associated with insufficient drainage of the secretion. In an earlier 
paper, Curtis® investigated the corporeal endometrium as a possible 
site of infection and source of leucorrhoea, but came to the con- 
clusion after histological and bacteriological examinations that it 
only rarely revealed evidence of infection. Accordingly, his view 
was that employment of the curette in attempts to relieve infection 
was a misdirected and harmful precedure. A case illustrating the 
occasional infection of the corporeal endometrium in a young un- 
married woman, is instanced by Munro Kerr :"° 


oer 


The patient was 20 years of age and brought to me by the 
mother because of a foul-smelling leucorrhoeal discharge. She had 
been working very hard in a munition factory for two years during 
the war and was generally run down. She was a very strong girl 
and there was no suspicion of any gonorrheal infection. On 
examination, the hymen was found intact. 


Under an anesthetic I took some discharge from the uterine 
cavity. The infecting organisms were found to be B. coli and 
staphylococcus aureus. The condition cleared up after disinfection 
of the uterus and a course of vaccine treatment.’’ 

A watery vaginal discharge may be met with in two tubal 
lesions, namely, hydrops tubz profluens and carcinoma, but it is 
not of the type of true leucorrhoea. 

Finally, the vagina may be the source of leucorrhoea both in 
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the non-virgin and in the virgin, and | hope to emphasize that it 
is a more frequent source of discharge in the virgin than is generally 
accepted. It is to be remembered too, that, as Farquhar Murray 
emphasised in the course of a discussion on chronic cervicitis in the 
Section of Obstetrics and Gynzcology, at the Manchester Meeting 
of the British Medical Association, July, 1929, in a large number 
of patients who complain of leucorrhoea, there may be no evidence 
of any inflammatory process. 


On the pathogenesis of virginal leucorrhoea, little has been 
written. Schauffler,’ in an article on vaginal discharge in girls 
before puberty, has pointed out that a simple catarrhal vaginitis is 
common in high-strung, neurasthenic girls and that often such a 
discharge is noted only when the child suffers from fatigue or ner- 
vous depression. Anzemia, malnutrition, or debility of any sort are 
strikingly associated with relapses or exacerbations of the chronic 
condition. There is an absence of trauma and of repeated exposure 
to infection. He comments on the really striking feature in the 
examination of miniature vaginz being the rugose, contracted con- 
dition, a state not seen in the non-virginal, because of repeated 
dilatation from coitus or childbirth. An unruptured hymen serves, 
further, to obstruct these rugose, contracted vaginz and all factors 
are present to constitute a true ‘“‘harbour of infection’’; indeed, 
in adult virginal women and in old women whose vaginz show the 
contraction and stasis of senile atrophy, a primary vaginitis is often 
found. Payne,’* writes that infection of the nulliparous cervix, the 
canal of which is normally filled with a thick tenacious mucus, 
acting as a barrier to the usually sterile canal from contamination 
from the vagina, generally begins as an endocervicitis and is usually 
of an ascending type. For this reason, the brunt of the infection 
is usually borne by the lower portion of the cervical canal. Burns,’* 
also, asserts that in the case of the young girl with intact hymen, 
infection of the cervix arises by direct spread upwards from the 
external genitals. This mode of infection, he states, may be denied 
by those who believe that the vaginal secretion is capable of pre- 
venting infection from travelling upwards. In cases of endocer- 
vicitis investigated by him, five are stated to have shown certain 
stigmata usually associated with masturbation. He believes that 
sexual excitation is accompanied by congestion of the pelvic organs 
and, if frequently indulged in, brings about a condition approach- 
ing chronic congestion. This congestion induces hyper-secretion 
of the cervical glands, in other words, leucorrhcea. The external 
genitals become bathed in this vaginal discharge, the bacteria which 
are always present spread up to the cervix and the glands become 
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infected. Once the glands are infected, the presence of the organ- 
isms and their toxins keep up the hyper-secretion and so the 
condition of endocervictis is established. 

Eden and Lockyer (loc. cit.) describe the extremely rare con- 
dition of simple benign adenoma of the cervix and cite the only 
case in their experience. The woman had suffered from profuse 
leucorrhoea from childhood. 


PART II. 
A SURVEY. 
INCIDENCE AND GENERAL FEATURES. 


In order that a general idea of the frequency of virginal leucorr- 
hoea and a broad knowledge of a large number of cases might be 
obtained, I decided to investigate the records and histories of all 
patients admitted to the Royal Samaritan Hospital for Women, 
Glasgow, over a period of 20 years. 

The period selected is that of 1904-1924, and the total number 
of cases reviewed is 23,738. Of these, there are found 252 un- 
married nulliparz who complained of profuse white or yellowish 
discharge, after excluding all instances in which, from the details 
in the journals, non-virginity or gonorrhoeal infection might be 
presumed or suspected. Care is taken in assessing the values of 
histories and notes of vulval and vaginal examinations as to 
reasonable opinion of virginity, but as none of this series was ex- 
amined by me it is obvious that I cannot be absolutely certain 
that they were all virginal or not infected at some time with the 
gonococcus. Again, the standard of discharge adopted, as men- 
tioned previously, is that described as a profuse one, or sufficient 
to necessitate the almost constant use of sanitary pads or to soil 
the underclothing daily. Slight or moderate leucorrhoeas, merely 
secondary features and associated with other more definite symp- 
toms are not considered. The 252 cases thus found, among in- 
patients numbering 23,738, gives an incidence of 1.06 per cent. 

Most of the cases found are of the types to be investigated and 
analysed later, viz., associated with, ‘erosion of the cervix,’ 
‘endometritis,’ retrodisplacement, under-development, endocrine 
disturbances and the large number of cases with no discoverable 
pelvic pathology, often labelled ‘‘no abnormality detected,’’ and 
which conveniently, if incorrectly, might be designated ‘‘idiopathic 
leucorrhoea.”’ 


The ztiological or associated factor in a number of cases is 





490 Journal of Obstetrics and Gynecology 


sufficiently rare to merit closer attention and study, and these con- 
ditions are particularized below, and on each I have commented. 

1. Calculus weighing three drachms, situated in the anterior 
vaginal wall, but not connected with the urethra or bladder. 

The origin and pathology of this calculus is not elaborated upon 
and it is difficult to account for, but it appears to have been the 
cause of a yellowish-white vaginal discharge. 

2. Uterine prolapse. 

This, of course, is uncommon in an unmarried nullipara before 
the menopause. 

3. Non-venereal ulcers on the labia. 

4. Almost imperforate hymen. 

In this case, there was only a pin-point hymeneal opening 
and at monthly intervals there was a very thin trickle of blood. 
Probably some menstrual fluid was retained within the vagina 
and may have been associated with infection or vaginitis. 

5. Hypertrophy of the supra-vaginal cervix. 

As only the fibro-muscular stroma is usually involved in this 
type of hypertrophy, it is problematical whether this condition 
predisposed to leucorrhoea or not. 

6. Stone in the bladder, removed by cystotomy. 

It is quite probable that the profuse yellow discharge complained 
of in this case was urethral in origin. 

7. Uterus didelphys. 

8. Rudimentary vagina. 

g. Epithelioma of the vulva. 

This condition, occurring in a girl 25 years of age, is very rare. 

10. Carcinoma of the body. of the uterus. 

The patient was aged 46 years but her periods were normal and 
regular. The average age incidence of this condition is somewhat 
higher. 

11. Two cases of cardiac disease, one complicated by chorea. 

These patients had valvular disease of moderate severity but no 
actual failure of compensation or evidence of heart failure. 

12. Two cases of pelvic or generalized tuberculosis. 

These were the only ones in the entire series and inclined one 
to the view that tuberculosis, contrary to statements in text-books, 
is very rarely a cause of virginal leucorrhoea except possibly of 
slight degree. An investigation of the records of a large sanatorium 
confirms this view. 

13. Tuberculosis perineal abscess opening into the vagina. 

In this case, the skin surface of the perineum was not broken 
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and the hymen was quite intact. A sinus led from the ischio-rectal 
fossa into the vagina. 

It was not thought advisable or, probably, profitable, to insti- 
tute a follow-up and a studied investigation of these cases from 
1904-1924, but the period 1924-1929 was selected for detailed ex- 
amination. As the Out-Patient Department appeared to offer 
information of a general nature that might not be obtained in the 
wards, attention was first given to it. 


I have tabulated the results of my analysis of the Out-Patient 
records and histories, but the following details summarize the main 
findings. 


The total attendance is 5,397, of whom 438 are unmarried nulli- 
pare; in 58 of them the ‘‘diagnosis’’ is virginal leucorrhoea. This 
represents a percentage of the latter to the total out-patients of 1.07, 
a figure strikingly close to that of 1.06 previously obtained and 
noted in the in-patients’ series of 1904-1924. The percentage of 
‘Virginal Leucorrhoea’ to ‘unmarried nullipare’ is 13.2. These 
are the average percentages over the period of five years, but it is 
of interest to note that the figure of the former percentage rose from 
0.46 per cent for the years 1925 and 1926 to 1.4 per cent for the 
years 1928 and 1929; and for the same years, in the percentage of 
virginal leucorrhoea to unmarried nulliparz from 6.4 per cent to 
15.8 per cent. Two apparent explanations of this marked increase 
in the number of these cases, offer themselves : 


1. Virginal leucorrhoea has been increasing in incidence from 
1924 to 1929. 


2. Women have been showing less diffidence, latterly, in pre- 
senting this complaint. 


Of the 58 cases, only nine complained also of dysmenorrheea, 
i.e., 15.5 per cent. Thirty virgins had the solitary symptom of 
discharge. 

In passing, it might be mentioned that in this series of 438 
unmarried nulliparz, (1), 120 or 27.4 per cent complained solely 


of dysmenorrhoea and (2), 60 or 13.7 per cent were found to be 
pregnant. 


Of the 58 cases of leucorrhoea, 35 were not admitted to hospital, 
but the remainder were; the latter are included in the in-patient 
series and studied in more detail. The reasons for the non-ad- 
mission of many of these cases are, either that medical and general 
measures were thought to be indicated rather than hospital treat- 
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ment, or that the patients failed to appear when sent for. However, 
I endeavoured to follow-up the progress of these 35 women but 
managed to trace only 13, the leading features of whose histories 
and progress I shall describe in subsequent pages. 

Attention was then directed to the In-Patient records from 
November 1st, 1924, until November ist, 1929, and the histories of 
all patients admitted to hospital during that period were surveyed 
and all cases of virginal leucorrhoea collected. The total number 
of admissions is found to be 11,051 of whom 1,140 are unmarried 
nulliparee. Cases of virginal leucorrhoea number 116, representing 
1.05 per cent of the total admissions and 10.2 per cent of the un- 
married nullipare. ; 

It is to be noted that the hospital, in which my work has been 
carried out, having over 150 gynecological beds, and now 
admitting some 2,700 patients per annum, affords very exten- 
sive material and this accounts for the very many cases with which 
I have dealt. 


CLINICAL FEATURES : TREATMENT AND ITS RESULTS. 


The main particulars of the 13 Out-Patients who were followed- 
up and received no hospital treatment, initially, are detailed below : 


Case 1—C. B., aged 32. 

22-10-25. She complained only of a white discharge, which was 
not very profuse. 

24-2-30. She states that discharge gradually disappeared with- 
out any treatment, whatsoever. 


Case II—E. C., aged 22. 

20-3-26. She complained of a profuse yellowish discharge of 
one year’s duration, which started after swimming when she thinks 
she ‘‘got a chill.’’ She was advised to douche. 

24-2-30. She douched herself frequently after visiting the hos- 
pital in 1926 and discharge improved a little. Three months after 
attending ‘‘dispensary’’ she married and about four months later 
(when pregnant), the discharge disappeared and. has been absent 
to-date. Since then she has had two normal, healthy babies. 


Examination of the pelvis reveals no abnormality. 


Case III—V. B., aged 13. 

3-2-27.. She complained of nocturnal incontinence of urine of 
several years’ duration. No urinary trouble was present during the 
day. There was also a constant, irritating, white, profuse dis- 
charge since puberty, worse after exertion and after menstruation. 
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She had menstruated twice. She was referred to the Urological 
Department in Glasgow Royal Infirmary. 

1-3-30. After attendance, for about six months, at Royal In- 
firmary, where she had bladder-wash-outs and medicine, the 
nocturnal incontinence ceased and has remained absent to-date. 

The white vaginal discharge has, however, persisted continually 
and at present is more profuse than ever, still white and irritating. 

1-3-30. I commenced her treatment with Radiostoleum, one 
drachm twice daily. 

While she was undergoing treatment with Radiostoleum, con- 
sidering the urinary element in this case to be of much importance, 
1 examined a catheter specimen of urine with the following result ; 

‘‘In the fresh drop, numerous pus cells are seen. In the smear 
from the centrifuged deposit, short chains of Gram positive cocci 
are seen. A few short Gram negative bacilli are present.’’ 

21-3-30. After about four ounces of Radiostoleum, the patient 
states that there has been an emphatic improvement in the discharge 
and less irritation. 

Case [V—J. T., aged 24. 

17-3-27. She complained of dysmenorrhoea in the right side 
and a moderately profuse leucorrhoea. General hygienic measures 
were advised, no abnormality being detected in the pelvis. 


3-3-30. She states that dysmenorrhoea improved considerably 
after attending ‘‘dispensary.’’ In June,,1929, she had appendicec- 
tomy performed, but neither this nor tonics had any appreciable 
effect on leucorrhoea which, however, has gradually and spontane- 
ously diminished considerably. 


Case V—A. W., aged 32. 

24-1-27. She complained of menstrual periods being too fre- 
quent, for about six months, and of a profuse yellow discharge of 
about the same duration. The menstrual cycle was 9—10, 14—21, 
and irregular. On abdomino-rectal examination, retroversion of 
the uterus was diagnosed. Her name was placed on the waiting- 
list for admission to hospital but a severe sudden hemorrhage in 
March 1927, necessitated her urgent treatment. Then, a large 
partly sub-mucous fibroid in the posterior wall of the uterus 
was found and hysterectomy performed. 

26-2-30. Her general health very good and no leucorrheea is 
present. 


Case VI—C. Bu., aged 28. 


1-3-27. The complaint was discharge and backache, the latter 
being worse at the ‘period.’ Leucorrhoea was present since she 
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was 14 years of age, although puberty was at 17: it was profuse, 
white, non-odorous and non-irritating. 

5-3-30. She reports the discharge to be just as profuse as in 
1927 and to have been present since then continually, despite the 
following treatment : 

June 1927. Burnbank Hospital—uterus curetted. 

Leucorrhoea relieved for a few weeks; but returned to its former 
condition soon. The backache, however, was much improved. 

1-9-27. Western Infirmary—appendicectomy. 

April 1929: Homoeopathic Hospital, Glasgow. Here she was 
treated for seven weeks with varied tablets and pills but with no 
appreciable effect on the leucorrhcea. 

The general health has been better during the last six ibis, 
but this has made no difference to her complaint. 

5-3-30. Treatment commenced with Radiostoleum capsules, 
two per diem, for 14 days. 

26-3-30. Definite improvement noted by patient. 


Case VII—J. R., aged 28. 

25-8-27. Complaint was of profuse white discharge of two 
years’ duration and vague, irregular backache since puberty at 15. 
She had had bottles of tonics, douching twice weekly and holidays 
on several occasions, but all without benefit. 

23-2-30. She had been advised, at her previous attendance, to 
enter hospital but failed to do so. The discharge is as troublesome 
as hitherto, but a little more watery. 

(I then arranged for her admission to hospital and her case will 
be studied in more detail among the In-Patient series). 


Case VIII—K. F., aged 26. 

22-11-27. Complaint was of profuse white discharge of six 
months’ duration. There were no other symptoms. 

13-1-30. Patient is very much better, the discharge being 
practically gone, no treatment having been employed. 


Case M. L., aged 21. 

at -28. A thick, white discharge started about four months ago, 
gradual in onset but it soon became profuse and remained so. It was 
worse for about a week before the period and decidedly increased 
by excitement. A vague backache and abdominal discomfort were 
present during this time. Tonics made no difference and douching 
was only of temporary benefit. No abnormality was detected in 
the pelvis on examination and general hygienic measures were 
suggested. 

20-1-30. Since leaving ‘‘dispensary,’’ she attended to the 





Leucorrhoea in the Virgin 495 


bowels regularly and douched on alternate nights for two months. 
The discharge lessened a little and has remained so, since. It is 
still constant and increased by excitement. She has, now, no pain 
or discomfort in abdomen or back. Leucorrhoea was increased in 


August, 1928, when she was confined to bed with tonsillitis and 
rheumatism. 


I examined the vaginal discharge with the following results :— 

Reaction ; mildly acid. 

Fresh drop; abundant epithelial cells, organisms, and a few pus 
cells: no Trichomonas Vaginalis. 

Vaginal smear; gram negative bacilli of coliform type. 

Vaginal culture; a slight growth is obtained on ordinary agar 
after 48 hours at 37°C., Gram-positive diplococci and Gram-nega- 
tive bacilli of the coliform type being present. 

She was given Radiostoleum to-day, one drachm twice daily, 
for 10 days. 

21-2-30. Discharge has been almost absent since her last visit. 
She states that the improvement is very marked. 


Case X—B. Mc. D., aged 24. 

26-11-28. Leucorrhoea has been present for four months and 
amenorrhoea for the same length of time. The only abnormality 
detected was an erosion of cervix. 

30-12-29. Periods returned naturally again and white discharge 
disappeared completely. She thought she had been ‘run down,’ 
took one or two bottles of tonic, and everything came right. 


Case XI—J. B., aged 18. 

7-2-29. She complained of pain in the right side of the abdo- 
men of ten days’ duration and more severe during the past four 
days. A yellowish-white discharge was present for several weeks 
and varied in its profuseness. The menstrual periods had been 
irregular during the preceding few months. On examination, no 
abnormality was detected in the pelvis. There was some abdominal 
tenderness in the right iliac fossa, her temperature was 100.4°, and 
she was advised to rest in bed. 

13-1-30. Since last visit, she has been in Glasgow Royal In- 
firmary, for ‘‘appendicitis,’’. but was not operated on. She has 
been working in a pottery and has had colic, falling out of hair 
and pigmentation of the gums. Her periods have continued 
irregular, but the discharge has practically gone, although there has 
been no treatment. 


Case XII J. Ba., aged 24. 
21-5-29. Her complaint was that of pain in the back, at inter- 
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vals, for two years and, for about the same duration, a yellowish, 
non-constant discharge which varied in profuseness. Her lumbar 
region, hip-joints and urinary tracts have been skiagraphed but no 
abnormality was detected. He complaint was considered as not 
having a gynecological origin. 

27-12-29. Lumbar pain has persisted, but leucorrhoea has been 
absent ‘‘for weeks at a time.’’ Since marriage, three weeks ago, 
there has been no leucorrheea. 

Under anesthesia, the pelvis is found to be normal except for a 
small cervical erosion. Dilatation and curettage were performed 
and the cervical erosion excised. 

Case XIII—P. S., aged 25. 

6-6-29. Patient complained of a profuse yellow discharge, 
present for about one year and eight months. It was continually 
present and very profuse, more marked on exertion and it was worse 
during an attack of pneumonia eight months ago. The vulva was 
found to be red, tender and inflamed and the hymen intact. Never- 
theless, urethral and vaginal smears were taken, but no gonococci 
were found. 

8-1-30. The discharge has in no way improved, despite douch- 
ing and frequent hip-baths. I examined the vaginal contents with 
the following results : 

Reaction. Neutral. 

Fresh drop. Pus cells, epithelial cells and organisms present ; 
no Trichomonas Vaginalis seen. 

Vaginal smear. Coliform bacilli present. 

Vaginal culture. A slight growth only is obtained on ordinary 
agar after 48 hours at 37°C. It is one of staphylococcus albus. 

25-1-30. Hospital treatment advised, but declined. 

A study of these cases shows that on the date of their being 
followed-up, eight were cured and five were in statu quo, as far 
as their leucorrhoea was concerned. 

Of the eight ‘‘cures,’”’ five had been gradual and had no treat- 
ment, but of the latter, three cases were not really of the very pro- 
fuse type. Of the remaining three ‘“‘cures,’’ marriage appeared 
to have removed the complaint in two, (in one of whom discharge 
was of the varying type), and removal of a fibroid uterus to have 
effected a cure in one. 

Case X is noteworthy as being illustrative of the ‘‘endocrinous”’ 
type to which further reference will be made. Here, a period of 
four months’ amenorrhcea was associated with profuse leucorrhoea, 
and examination of the pelvis showed neither the physiological 





Leucorrhocea in the Virgin 497 


enlargement of the uterus that might have been suspected nor any 
gross pathology except for an erosion of cervix. 

Believing that little or no importance is to be attached to the 
presence of an erosion of the cervix in virgins—a reason for this 
view will be adduced later—I think that the amenorrhoea and 
leucorrhoea in this case were concurrently due to hormonal causes. 
Their temporary nature and coincident disappearance are to be 
noted, as is also the fact, which | have observed, that, in cases 
in which menstruation is very irregular and there is leucorrhcea, 
during the longer spells of amenorrhoea, leucorrhoea is increased. 

The five patients in the Out-Patient series who were not im- 
proved, had very profuse leucorrhoea. One failed to report regu- 
larly, one (Case VI1) came into hospital and the other three were 
treated with Radiostoleum as detailed above. During the time of 
observation, admittedly short, there was a distinct improvement in 
each of these three cases. 

Turning now to the Jn-Patient series of 1924-1929, one finds, 
as mentioned before, 116 cases of virginal leucorrhoea, represent- 
ing approximately one per cent of the total admissions to hospital 
during that period. 

Two patients are aged 13 years and one is aged 42 years; the 
following table shows the age incidence : 


AGE INCIDENCE (Al time of operation). 

Age No. of Cases. Percentage. 
10O—I1I5 years esc: hae 3 
15—20 years err 14 12.0 
20—25 years ul cate 41 353 
25—30 years i peers 35 30.1 
30-—35 years eae 15 13.0 
35-40 years oie NC eas 5 4-3 
40—45 years bie ad 3 2.6 


2.6 


It is to be noted that almost two-thirds of all the cases of virginal 
leucorrhoea occur between 20 and 30 years of age. 

Of the series, 60 per cent have no dysmenorrhoea whatever, and 
73 cases, or about 63 per cent, are noted as being in very good 
general health with no obvious anzmia, and are of normal appear- 
ance and build. 

Constipation occurs in 58 cases, or 50 per cent but, being so very 
common in women, is of no special significance. 

Urinary symptoms, usually in the form of frequency and 
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dysuria, are complained of in 24, or almost 20 per cent of the 
patients. Young" points out that bladder symptoms are very 
common in cervicitis and that, in some cases, there is definite 
evidence of infection of the urinary tract with bacilluria and pyuria 
and he suggests that it is possible to account for the trouble either 
by predicting a direct spread of the inflammatory process from the 
cervix to the adjacent bladder, or on the basis of a blood stream 
infection. It is also noted that often the urine is free from any 
abnormal elements, and it may be that in such cases the condition 
is reflexly induced by sympathetic irritation. In virginal leucorr- 
hoea—whether a cervicitis is thought to be present or not—my 
findings on urine examination are similar to those of Young and 
will be detailed later. 


By means of a circular letter, requesting patients to attend at 
the Out-Patient Department, I endeavoured to study the results of 
treatment and progress in the series, but 4o failed to report, and 
the results are thus available in 76 cases. 


A mere consecutive description of the clinical features of each 
of these 76 cases would, I think, fail to present the important points 
with relative emphasis, apart from being trying to a reader, and, 
in order that a better general perspective might be obtained, I have 
tabulated under several headings the essential details of these cases. 
However, space does not permit publication here of extensive tables 
but I have endeavoured in the following pages to give an account 
of an analysis of the series. 


Investigating the whole series of 116 in-patients, one finds 
that the discharge varied in its duration before operation, from one 
month to 16 years, the average being three years. 


In 82 of the 116 cases, or 70 per cent, menstruation was perfectly 
normal and regular. 


The diagnoses and findings reached by the various surgeons at 
the time of operation are summarized below : 


DIAGNOSIS No. of Cases 


No abnormality detected 

Erosion of cervix 

Retroversion of uterus BLVORES By, 
Endometritis (Hyperplastic or Polypoidal) 
Miscellaneous (cystic ovaries, fibroids, etc.) 
Underdevelopment of reproductive organs 
Chronic vaginitis 
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DIAGNOSIS No. of Cases 
Simple adenoma of endometrium 
Dermoid cyst of right ovarv 
Hypertrophic elongation of cervix 
Chronic pelvic peritonitis 
Carcinoma of cervix 
Carcinoma of vagina 
Chronic vulval eczema 


It is to be noted that in several instances more than one factor 
was present e.g., retroversion with ‘erosion’ (four cases), chronic 
vaginitis with ‘erosion’ (one case), and endometritis with ‘erosion’ 
(one case), but in these instances I have classified them under 
‘erosion’ in the above table. 


It is to be emphasized that these ‘causes’ in many cases may 
be merely associated conditions and that anatomical variations from 
the normal in the female pelvis are not necessarily productive of 
disturbed physiology or of any particular symptom that may be 
present, e.g., leucorrhoea. 


The high proportion of cases (35 per cent).in which no abnor- 
mality is said to be detected is noteworthy, and includes many 


cases which are often loosely diagnosed as ‘endometritis,’ in the 
absence of confirmatory microscopic evidence, and for want of a 
definite explanation for the leucorrhoea present. 


Among the 25 cases of erosion of the cervix, most are described as 
being ‘congenital,’ but some as associated with infection. These 
descriptions frequently correspond merely with the surgeon’s view 
on the origin of the so-called ‘congenital erosions’ as a whole. 


The treatment employed in the series varies considerably, but it 
is of interest to note that, of the 41 cases in which no abnormality was 
detected, 25 had dilatation and curettage performed (in some cases 
supplemented with carbolization of endometrium of body or 
cervix), seven had dilatation of cervix alone and nine had no 
surgical treatment but were examined under anesthesia, 


A study of the lines of treatment employed over the whole 
series is unsatisfactory, since the results in 40 patients are unknown 
and so one must return to the tabulated series of 76 cases in order 
to analyse the methods of treatment and their results. 

Analysis of series of 76 cases. 

Improvement, unless evidenced within six months of the 

operation (or examination under anesthesia without surgical inter- 
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ference) is not considered as being attributable to that operation. 
The results are as follows :— 


TABLE A. 





Results of operation. 
Result. No. of cases. Percentage. 





Slightly improved a eee 5 6.6 
Much improved RMR UV Eee Se 14 18.4 
Cured Fy aia red Mey eg ack 19 25.0 
Not improved RAGA ea: 
(Including three deaths). 





38 50.0 


It is apparent that only 50 per cent of patients benefited by 
their stay in hospital. Among those not improved, there were three 
patients who died: 

(1) Case No. 33. 29 years of age. Inoperable carcinoma of 
cervix. 

(2) Case No. 54. 42 years of age. Ulcerating carcinoma of 
vagina. ; 

(3) Case No. 62. A case of chronic pelvic peritonitis, subse- 
quent to appendicitis and peritonitis 16 years previously ; death 
was due to ileus paralyticus on the day following sub-total hyster- 
ectomy and bilateral salpingo-odphorectomy. 

The following table gives the results of treatment as correlated 
with the findings or associated conditions present : 


TABLE B. 


DETAILED RESULTS OF OPERATION. 


No.of | ~—-Much___ Slightly —Not 
‘Diagnosis’ Cases Cured Improved Improved Improved 





No abnormality 
detected 13 
Erosion of cervix 4 . Us 
Retroversion 6 
Endometritis 2 
Erosion + 
other lesion 
Underdeveloped repro- 
ductive organs 
Chronic vaginitis 
Miscellaneous 





A glance at the above figures shows that there were six cases 
in which an ‘erosion’ was accompanied by some other condition, 
and these were as follows :— 
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(1) Chronic appendicitis. Case No. 8. 

(2) Fibroid uterus. Case No. 28. 

(3) Chronic appendicitis and right salpingo-odphoritis. 
Case No. 36. 

(4) Retroverted uterus and hypertrophied cervix. Case No. 49. 

(5) Retroverted uterus and endometritis. Case No. 58. 

(6) Multiple sub-serous fibroids; blood-cyst in right ovary, 
and chronic appendicitis. Case No. 63. 


The particulars of the miscellaneous group are given below :— 





Condition Treatment Result 


Bilateral ovarian cysts and Appendectomy : later thy- Much improved. 
appendicitis. roid extract. 
Bilateral ovarian cysts. Bilateral salpingo- Cured. 
é6ophorectomy. 
Subserous uterine fibroid. Myomectomy. Not improved. 
Chronic cystitis. D. and C. Bladder instil- 
lations. Not improved. 
Pyuria. D. and C. Medical treat- Much improved. 
ment. 
Nodule in vaginal vault. D. and C. Not improved. 
Carcinoma of cervix. Palliative. Died. 
Carcinoma of vagina. Palliative. Died. 
Hypertrophy of cervix. D. and C. Cured. 
Chronic pelvic peritonitis. Pan-hysterectomy. Died. 
Vulvar eczema. D. and C, and local treat- Cured. 








There were nine cases which showed features suggestive of an 
endocrine disturbance, e.g., gross stoutness, very irregular or scanty 
menstruation or evidence of disturbed thyroid metabolism. Four 
of them were not improved after dilatation of cervix or dilatation 
and curettage. Two were improved with thyroid extract after 
dilatation and curettage. 

In the follow-up, I found that eight of the 76 cases were married 
subsequent to operation and it is of interest to observe that only 
one of them since marriage has been troubled with leucorrhoea and 
that she is one of the ‘‘endocrine group,’’ having been very stout 
since puberty, and weighing 14 stone at time of operation. She was 
married two and a half years after her stay in hospital and subse- 
quently had a child. Examination of the cervix now shows it to be 
lacerated and infected. 


The apparent cure or marked improvement in those now married 
is noteworthy, as is the additional fact that five patients, subse- 
quent to marriage have borne one or more children; one woman 


F 
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(at the time of my examination of her) was found to be pregnant 
for the first time. It would be rash to draw definite conclusions on 
the effect of marriage on virginal leucorrhoea, but the evidence 
available supports my opinion that it is not only likely to be im- 
proved or cured by marriage but that it is not a factor in the 
production of sterility. 


I have already indicated that almost two-thirds of all cases of 
virginal leucorrhoea occur before 30 years of age, and now I would 
emphasize that it is in this group that so frequently a definite 
cause for the discharge is not apparent, and that surgical treatment 
is so unsatisfactory. On the contrary, results in women of thirty 
years of age and over are good, and in the series studied, 18-fall 
into this category. Only six of these were not improved by 
operation, (excluding the two cases which died, one of carcinoma 
vaginz, and the other of chronic peritonitis) but of these six 
women, four were found to have improved spontaneously, appar- 
ently, at some time later than six months after hospital treatment. 
Thus, there were only two of this group of 16 who, at the time of 
my follow-up, still complained of vaginal discharge: one of them 
had multiple fibroids, but a laporatomy was not thought advisable, 
and the other had a single fibroid in the body of the uterus. In 
each of these cases dilatation and curettage had been performed. 
Thus, the prognosis is good in virgins of thirty years of age and 
older, whether a definite pathological lesion is found (and treated) 
or not. In addition, in some of these cases, improvement or cure 
seems to occur irrespective of treatment. 


A survey of the relationship of the duration of the discharge to 
the result of treatment reveals no corresponding features of note. 


It is very striking that out of 58 patients under 30 years of age, 
30 were not improved in the slightest as a result of their residence 
and treatment in hospital. Most of these ‘failures’ had a dilatation 
and curettage performed, (including a deep curettage of an erosion 
when present), some had only a dilatation of cervix (in two 
cases suplemented by the application of iodized phenol to the 
cervical canal), two had a round ligament suspension of the uterus 
and a few were simply examined under anesthesia and had no 
surgical interference. It is obvious that the treatment employed in 
these cases is unsatisfactory. It must not be overlooked, however, 
that in every instance of failure of treatment, numerous attempts 
at cure had been made, either before operation or after it, by the 
patient’s own medical attendant. General measures, holidays, 
tonics, purgation and douching were the usual lines prescribed, 
as outlined to me by the patients at the ‘follow-up.’ 





Leucorrhcea in the Virgin 503 


Two of the ‘failures’ are of particular interest as affecting one’s 
opinion of the rédle of the ‘congenital erosion’ in the production of 
virginal leucorrhcea. In one, there was a ‘‘severe congenital 
erosion and hypertrophied cervix’’: dilatation and curettage were 
performed, the erosion removed and repair of the cervix by a 
‘‘small double Emmett’’ carried out. One year later, leucorrhoea 
was as troublesome as before operation, and, on examination, I 
could not detect any signs of erosion. In the cther case, a ‘‘large 
erosion of the cervix’’ was found and excised on 15th March, 1929; 
on 19th March, 1930, I examined the patient and found only some 
slight irregularity of the cervix—she declared that profuse leucorr- 
hoea returned immediately after operation and had persisted. The 
results of these two cases would make one exceedingly dubious as 
to considering the mere presence of an erosion as pointing to it 
being the source of leucorrhcea complained of in a virgin, and as 
to the wisdom of directing treatment to it alone. 

Ina large majority of the patients who had also dysmenorrhoea or 
menorrhagia, operation effected an improvement or cure in this 
associated symptom, contrasting markedly with the frequently 
unsatisfactory progress of their leucorrhoea. 


PART III. 
CLINICAL INVESTIGATION. 


Since commencing this study of profuse leucorrhoea in virgins, 
ten cases have come under my care; I have investigated them in 
detail during their stay in hospital and followed their progress 
after treatment. 

Case I—G. A., aged 26. Occupation—Clerk. 
History of complaint : 

She had been troubled with a profuse yellowish discharge for 
the previous four months. It was irritating and foul-smelling. Its 
onset was sudden. She had to wear vulval pads during the pre- 
ceding month and each was much soiled with discharge after two 
days’ wear and had to be changed. Leucorrhoea was worse just 
after a ‘period’ and was very profuse when she had just ‘‘got out 
of bed in the morning.’’ Menstruation was regular, normal and 
painless. She had been having ‘tonics’ from her medical attendant, 
but these, she stated, while improving her general health, had no 
effect on the profuseness of the vaginal discharge. 

General condition : 


She stated that she had felt ‘run down’ and easily tired since 
the onset of her complaint. She looked healthy and well-nourished 
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and the mucous membranes were well coloured. I examined her 
blood with the following results :-— 


Hemoglobin, go per cent; 

Number of red blood corpuscles per c.m., 5,040,000. 
Number of white blood corpuscles per c.m., 10,000. 
Wassermann reaction, negative. 


Examination of a catheter specimen of urine revealed it to be 
sterile, no organisms being found in a smear or a culture from the 
centrifuged deposit. 


Findings under anesthesia : 

Hymen present. Vulva normal, with no evidence of inflam- 
mation of orifice of urethra or of Bartholin’s ducts. Vaginal wall 
red and inflamed. A pool of pus was present in the vagina, behind 
the cervix. The cervix was apparently healthy and the passage of 
a sound into the cervical canal did not show any issue of dis- 
charge through the external os. The uterus and adnexa were 
normal. 

Vaginal secretion: 

Reaction.—Mildly acid. 

Examination of a fresh-drop (diluted with normal saline) of 
vaginal content. Pus cells abundant, numerous organisms, no 
Trichomonas Vaginalis. 

Bacteriology: 

Vaginal smear.—Abundant extra-cellular diplococci, not gono- 
cocci, and numerous short bacilli; no Bacilli Vaginz seen. 

Vaginal culture—A profuse and pure growth of staphylo- 
coccus albus obtained on ordinary agar after 24 hours at 37°C. 

Cervical smear.—No organisms seen. 

Cervical culture.—No growth obtained on ordinary agar after 
24 hours at 37°C. 

Treatment : 

January 3oth, 1930. 

Vaginal wall painted with one per cent solution of silver nitrate 
and some of the solution left in situ (under anzesthesia). Cervix 
not dilated. 


On the second day after the above treatment, I swabbed the 
vaginal mucosa with Lugol’s Iodine (five per cent iodine in 10 per 
cent potassium iodide by means of a small swab held between the 
tips of a fine-bladed pair of dressing-forceps, but, finding this 
manipulation too painful to the patient, I substituted for this, on 
six successive occasions (once daily), instillation into the vagina 
of 10 c.c. of Lugol’s iodine by means of a syringe and silver 








Fic. 1. (450). 


FRESH-DROP OF VAGINAL DISCHARGE. 


(Case Il: R.H.) The fresh-drop was tending to dry 
when the above photograph was taken, but a few of the 
branching hyphz and some of the yeast-like cells are 
quite apparent. 
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catheter. On each occasion, the vagina was first douched with the 
same solution through the catheter, the vaginal contents then being 
withdrawn into the syringe and disposed of. A thin iodoform 
gauze drain was left in the vagina after each instillation, as nearly 
into the posterior fornix as possible and removed after about 12 
hours. 

Progress : 

After leaving hospital, (seven days after admission), there was 
no recurrence of leucorrhoea, and four months later she declared 
that discharge was quite gone. 

Comment : 

This was a case of vaginitis only, apparently primary, and 
unaccompanied by any evidence of uterine infection. No culture 
was obtained from the cervical canal. The cervix was not dilated 
and so no intra-uterine culture could be made, but the patient’s 
excellent progress later justified the treatment adopted. 


Case II—R. H., aged 26. Occupation—Domestic servant. 
History of complaint : 

A copious white discharge, thick in consistence and non-odorous, 
was present for about three months. It commenced suddenly and 
necessitated the constant wearing of sanitary towels. It was 
present continually between periods and most marked just 
after menstruation and after exertion. At no time was there any 
trouble with micturition: the periods were normal and painless. 
A tonic from her doctor made no difference to her complaint. 
General condition : 

The patient looked healthy and well-nourished. She was not 
neurotic in type, but stated that the discharge was a source of great 
worry and inconvenience to her, and was actually ‘‘making life 
miserable.” 

Findings under anesthesia: 

Hymen intact. Profuse purulent discharge present: vulvitis 
and extensive intertrigo obvious. 

Cervix, uterine body and appendages were apparently normal. 
Vaginal secretion : 

Reaction.—Mildly acid. 

Fresh drop.—Abundant yeast-like cells and many branching 
hyphz—septate mycelial threads—were seen. A microphotograph 
was taken. (Fig. 1.) 

Numerous motile coliform organisms were present, but no 
Trichomonas Vaginalis. — 
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Bacteriology : 

Before treatment : 

Vaginal smear.—Stained with methylene blue, a film showed a 
fungus composed of numerous branching mycelia and abundant 
yeast-like cells, some enlongated into hyphe. With Gram’s stain, 
abundant Bacilli Vaginze and coliform bacilli were seen. 

Vaginal culture.—Abundant, fine, ‘powdery’ colonies obtained 
on ordinary agar after 24 hours at 37°C.; a similar, but not so pro- 
fuse, growth was obtained on blood-smeared agar. A film stained 
with methylene blue showed abundant groups of yeast-like bodies 
and a few mycelial threads (Fig. 2). Gram-stain showed variation 
in the staining properties of the cells, some being ‘positive,’ some 
faintly so and others ‘negative.’ No Bacilli Vaginz were seen. 
After treatment: (About three weeks). 

Smear and culture, on ordinary agar, showed findings almost 
identical with those before treatment : stained preparations showed 
numerous discrete colonies of ‘yeast-like’ bodies, in places produc- 
ing ‘a delicate honeycomb appearance, and here and there forming 
groups or chains along a branching mycelial thread. 

The appearances, under an oil-immersion lens, shown diagram- 
matically, are as follows: 


B. 


AL; 
: 


Culture on Beerwort agar (Bacto Wort Agar dehydrated—for 
cultivation of yeasts) : 

No growth appeared on Beerwort agar until seven days after 
incubation at 37°C. Then, a raised, large, irregular grey-white 
growth, nodular in form, appeared and increased gradually in 
size. Smears taken from this culture showed numerous yeast-like 
bodies, varying in size and also in staining reaction, although most 
retained Gram’s stain. Mycelia were not as abundant as in the 
fresh-drop or in the direct smear and stained better with methylene 
blue than with Gram’s stain. (Fig. 3). 

Treatment : 

February 8th, 1930. 

Vaginal wall was painted with acetone and some of this was left 
in the vagina. 





FIG. 2 (x 450). 


FinM OF CULTURE FROM VAGINAL DISCHARGE. 
(On ordinary agar). 
(Case I]: R.H.) Clumps of yeast-like bodies and 
mycelial threads. are seen—stained with methylene blue. 





Fic. 3 (x 450). 
FILM OF CULTURE FROM VAGINAL DISCHARGE. 
(On beerwort). 


(Case II: R.H.) No threads of the fungus are seen 
in the above field. The cells, however, are large and 
clearly defined. 
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On the following day and on three further occasions, once daily, 
the vagina was douched with 1-500 lactic acid. 


Progress and further treatment : 

On the second day after dismissal from hospital, menstruation 
commenced. As soon as this was finished, leucorrhoea returned 
just as profuse as before treatment and was very marked when I 
saw her 15 days after she was discharged from the ward. I re- 
peated a vaginal smear and also made cultures on ordinary agar 
and on Beerwort agar. These confirmed the findings reached 
about three weeks previously as detailed above. 

Treatment had been carried out as in an ordinary case of 
vaginitis and before I had determined that a fungus infection was 
present: it was obvious that it had proved ineffective. 

Acting on a suggestion, contained in a recent letter to me 
from Davis of Milwaukee, I commenced the treatment of this 
patient with Lugol’s solution of iodine applied locally. Davis 
found that this, diluted one part in three parts of water, gave good 
results without local irritation in cases of yeast vaginitis and 
Trichomonas Vaginalis vaginitis. In Case I, it had been used with 
very gratifying results. 

I tried the undiluted Lugol’s solution in the form of a vaginal 
douche followed by the instillation into the vagina of 20 c.c. 
by means of a syringe and catheter. 

After two daily instillations, which were found to be too 
irritating and painful, particularly to the inflamed and tender skin 
round the vulva in this case, it was thought advisable to use some 
other solution. Accordingly, I had the following solution made, 
based on a similar fungicide used frequently by dermatologists in 
a more dilute form: 

Ac. Salicyl, 2 per cent. 
Ac. Tannic, 1 per cent. 
Sp. Vini Rect., 5 ounces. 
Aquam ad, 10 ounces. 

This was used as a douche, followed by 20 c.c. being instilled, 
in the same manner as before, into the vagina and left there; the 
procedure was repeated daily for seven days. At this stage, with- 
drawal of the vaginal contents after instillations (but no douching), 
revealed very little turbidity in the clear solution in the syringe. 
Four days later, the patient reported that the discharge was almost 
gone, and, with no further treatment, one month later there was no 
further complaint of leucorrhoea. 


Comment : 
This was a case of vaginitis due to infection with a fungus, 





508 Journal of Obstetrics and Gynecology 


yeast-like in its morphology, elongating into filaments,’® septate 
mycelial threads and ‘spore’ formation, and probably, though not 
certainly,—in the absence of clinical features of thrush and non- 
investigation of its fermenting properties—Monilia or Oidium 
Albicans. A ‘scraping’ of the surrounding skin in Liquor Potass. 
was examined by Dr. Somerville, Assistant Dermatologist, Glas- 
gow Victoria Infirmary, who found a definite fungus infection 
of the skin, composed of numerous branching septate hyphe with 
‘spores’ on the ends of some of the branches and with the general 
appearance of the order of fungi, Hyphomycetes. 

Case III—C. M., aged 22. Occupation—Clerk. 

History of complaint : 

She complained of an excessive vaginal discharge of three years’ 
duration, which was absent only for two or three days in every month. 
It necessitated her changing her underclothing almost daily, but 
she did not wear sanitary pads, as she found them uncomfortable 
and irritating. During the six months prior to admission to hos- 
pital, discharge was constant and did not seem to be either increas- 
ing or diminishing. About one year after leucorrhoea commenced, 
she had taken bottles of ‘tonics,’ but these had made no 
appreciable difference to her symptom. Later, she had been 
douching herself at irregular intervals but without more than 
temporary benefit. 

General condition : 

Patient seemed in good general health and there was no sug- 
gestion of anzmia, the mucous membranes being well-coloured 
and the teeth and tonsils healthy. She stated, however, that for 
the preceding three years she had not felt really well and suffered 
from lack of energy and continual tiredness. She was very constipated. 
Blood examination : 

Hemoglobin, 80 per cent. 

Number of red blood corpuscles per c.m., 4,960,000. 

Number of white blood corpuscles per c.m., 6,000. 

Wassermann reaction.—Negative. 

Catheter specimen of urine: 

In the fresh drop, no pus cells, no casts and no organisms were 
seen. Epithelial cells were present. In a smear from the centri- 
fuged deposit, a few short Gram negative bacilli were found. A 
growth of Gram negative organisms of the coliform type and of 
Gram positive cocci was obtained on ordinary agar. after 24 hours 
at 47°C. 

Findings under anesthesia: 
External genitals normal; hymen intact; the vagina contained 
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a pool of pus, lying in a well-defined retro-cervical pouch or fossa. 
The vagina had a slight anatomical abnormality in the form of a 
‘constriction ring’ about the junction of the middle and upper 
thirds of its extent and mainly affecting the posterior wall. The 
effect of this was to produce a ‘pocket’ or pouch behind the cervix 
and in this, discharge tended to accumulate. Cervix normal and 
apparently healthy: no discharge was apparent from it. The 
uterus and adnexa were normal. 


Vaginal secretion : 

Reaction.—Neutral. 

Fresh drop.—Numerous organisms but no Trichomonas 
Vaginalis. 
Bacteriology : 

Vaginal smear. 
no Bacilli Vaginz. 

Vaginal culture—A pure growth obtained on ordinary agar 
of staphylococcus albus after 24 hours at 37°C. 

Cervical smear.—A few staphylococci. 

Cervical culture.—A moderate growth was obtained on ordinary 
agar after 48 hours at 37°C., and showed on examination staphy- 
lococci, coliform bacilli and a few short Gram positive bacilli. 





Abundant coliform bacilli and staphylococci ; 





Treatment : 

October 15th, 1929. 

The cervix was dilated and three ‘scrapings’ of the uterine 
endometrium made with the curette for diagnostic purposes but, 
as the endometrium seemed normal, curettage was not proceeded 
with, 


Progress and further treatment : 

About one month after operation, she reported that discharge 
was not improved, despite rest and efficient purgation, and had 
returned within three days of dismissal from hospital. 


She was re-admitted for further investigation and was exam- 
ined again, under gas and oxygen anesthesia: the retro-cervical 
pouch and vagina were cleansed and washed out with Acriflavine 
(1-2000 in saline) and some of this solution was left in situ. 
Irrigation was carried out by means of a 20 c.c. syringe and a 
catheter (connected by rubber tubing) and the procedure repeated 
once daily for seven days. Carbolic lotion (1-20) was substituted 
for Acriflavine on two further occasions and the patient dismissed. 

About one month later she reported that the discharge was as 
‘profuse as ever’ despite treatment, purgation, rest from work and 
close attention to general health and hygiene, and that it had 
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reappeared on the day following her second dismissal from 
hospital. It was most profuse in the morning and still stained her 
underclothing yellow. The only improvement noticed was that the 
vulvar irritation had disappeared. 

She was given Radiostoleum, one drachm twice daily, and 
reported fourteen days later. One was agreeably surprised to hear 
from her that the discharge was definitely diminished and that this 
had been very noticeable during the pre-menstrual days when it 
had, hitherto, been usually more profuse. Radiostoleum treat- 
ment was continued, and one month later she stated that for 14 
days (while taking this preparation) discharge was negligible and 
that, during 14 succeeding days, it was diminished. Treatment 
was continued with Radiostoleum until six ounces, in all, had been 
taken. Improvement was definite and was found to continue for 
several weeks after she ceased taking this preparation. 

Comment : 

Despite the fact that a vaginal abnormality, of slight degree, 
seemed to be predisposing in this case to accumulation of discharge, 
defective vaginal drainage and vaginitis, local treatment failed to 
remove or lessen the complaint. Radiostoleum, however, was 
associated with a very definite improvement but whether this will 
continue or be permanent, time alone will tell. 


Case IV—E. Mc. L., aged 21. Occupation—Domestic servant. 
History of complaint : 

In March, 1928, she complained of a profuse, constant, yellow- 
ish discharge that had been present for about four months. 
It was sudden in its onset, and was increased for several days before 
menstruation and by excitement. She had to wear sanitary towels 
and required to ‘change one every second day.’ The bowels were 
quite regular and at no time had there been dysuria. The periods 
were regular, normal and painless. 

She had had no treatment for her complaint. 

General condition : 

The patient’s general health was good, and she was well 
nourished and of good colour. She stated that she felt tired more 
readily than hitherto. 

Blood examination : 

Hzmoglobin.—go per cent. 

Number of red blood corpuscles per c.mm., 4,600,000. 

Number of white blood corpuscles per c.mm., 6,875. 

Wassermann reaction.—Negative. 

Catheter specimen of urine: 











FIG. 4 (4650). 
FRESH-DROP OF VAGINAL DISCHARGE. 


(Case TV: E. Mc...) The above shows a profuse, 
septate, branching mycelium, associated with yeast-like 


bodies. 
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In the fresh drop, a few pus cells were seen. No organisms 
were found in the smear from the centrifuged deposit. A growth 
of staphylococcus albus was obtained on ordinary agar after 24 
hours at 37°C. 

Findings under anesthesia: (first occasion). 

External genitals normal; hymen present; vagina apparently 
healthy ; cervix was the seat of an erosion: the uterus was a little 
below average size but otherwise normal, as were the adnexa. 
Treatment : 

March 31st, 1928: 

Dilatation and curettage. The cervical erosion was deeply 
curetted, and to it, and to the cervical canal, iodized phenol was 
applied. 

Progress : 

After operation, leucorrhoea improved for about six weeks, but 
did not disappear and was still yellowish. It then began to return 
as profuse as hitherto and necessitated her wearing pads. The 
general health continued good. She changed the scene of her 
occupation to the coast. Despite this, the discharge did not 
improve and she was re-admitted to hospital almost two years after 
her first treatment. 

Findings under anesthesia: (second occasion). 

Vulva and vagina apparently healthy: no evidence of cervical 
erosion which had been present almost two years previously. 
Uterus small in bulk but uterine cavity enlarged (3}”). 

Vaginal secretion: 

Reaction.—Mildly acid. 

Fresh drop.—A profuse, septate, branching mycelium associa- 
ted with yeast-like bodies was found. A microphotograph was 
taken and is reproduced in Fig. 4.. Numerous organisms present 
but no Trichomonas Vaginalis found. 

Bacteriology : 

Vaginal smear.—Scanty staphylococci; no Bacilli Vagine. 

Vaginal culture—A growth of staphylococcus albus was 
obtained on ordinary agar after 24 hours at 37°C. 

Cervical smear.—No organisms seen. 

Cervical culture—No growth obtained on ordinary agar after 
48 hours at 37°C. 

Further treatment: March 5th, 1930: 

The cervix was fully dilated, the cervical canal cauterized 

longitudinally with the actual cautery along four lines, one in front 
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of the canal, one posteriorly and one on each side; a small area 
around the external os was seared in a radiate manner. 


Progress : 
One month later there was little or no improvement. 


Comment : 

Two operative procedures were tried in this case, and on two 
separate occasions, before the very definite fungus, shown in Fig. 4, 
was found. Again, in this case, a growth of staphylococcus albus 
and of a coliform bacillus was obtained from an intra-uterine culture, 
and staphylococci found in a direct uterine smear. One can only 
theorize as to the relationship of the vaginal fungus infection to 
the intra-uterine bacterial infection, and as to which of them is 
productive of the leucorrhoea forming the complaint. 


Surveying the case now, it is not surprising that the treatments 
employed failed, but unfortunately I have lost touch with this 
patient, temporarily at least, and have not been able to attempt 
some other method of treatment. 


Case V—H. R., aged 21. Occupation—Domestic servant. 
History of the complaint : 

This patient first menstruated at the age of 17, her first two 
periods being profuse, and with three months’ interval. Similar 
intervals elapsed between succeeding periods, which became more 
and more scanty. In March, 1928, she had appendectomy per- 
formed, and since then she has not menstruated. Since puberty, she 
has been troubled with considerable leucorrhoea, which necessitates 
her wearing ‘pads.’ About every three weeks, white discharge 
became more profuse and was succeeded by pain in the right side 
of the abdomen and by backache for one to three days. Excite- 
ment seemed to have no effect on the profuseness of the discharge. 
Previous treatment had consisted of ‘tonics’ and of Hormotone 
(50) tablets, but neither seemed to affect her leucorrhoea or 
amenorrheea. 


General condition: 

The patient was very stout and coarse-featured and her appear- 
ance alone strongly suggested that she was a case of endocrine 
disturbance. The mucous membranes were well-coloured; there 
was no history of dysuria and the bowels were regular. 

Blood examination : 

Hzmoglobin, 92 per cent. 

Red blood corpuscles, per c.mm., 4,960,000. 

White blood corpuscles, per c.mm., 3,125. 
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Wassermann reaction.—Negative. 

Catheter specimen of urine: 

_Smear and culture from the centrifuged deposit revealed it to 
be sterile. 

Findings under anesthesia: 

External genitals of normal development; hymen present; 
vagina and cervix apparently healthy ; uterus undeveloped. Right 
ovary not palpable and left ovary small. 

Vaginal secretion: 

Reaction.—Alkaline. 

Fresh drop.—A few organisms, abundant epithelial cells; no 
Trichomonas Vaginalis. 

Bacteriology : 

Vaginal smear.—A few long Gram negative bacilli of coliform 
type and Gram positive cocci. 

Vaginal culture.x—A growth of coliform bacilli and of Gram 
positive cocci obtained in 24 hours. 

Cervical smear.—No organisms. 


Cervical culture—No growth obtained on ordinary agar after 
48 hours at 37°C. 


Intra-uterine smear.—No organisms. 


Intra-uterine culture—No growth obtained on ordinary agar 
after 48 hours at 37°C. 
Treatment : 
January 3oth, 1930: 

Cervix dilated. 


Progress: 

Six weeks after operation, she reported that leucorrhoea had 
increased rather than diminished. Menstruation had not occurred.° 
She was given 50 tablets of Ovacoids (Reed, Carnrick & Co.), and 
two were ordered to be taken twice daily. A fortnight later she 
wrote: ‘‘Discharge has now almost disappeared and I have, at 
present, a slight period. On the whole, I have felt better since 
taking the tablets.” 

Comment : 

Gross irregularity of menstruation, followed by almost two 
years of amenorrhoea and profuse leucorrhoea, were associated in 
this patient. Her general features and appearance, too, were those 
associated with an endocrine disturbance, probably of ovarian or 
thyro-ovarian origin. Ovacoids were given, less in the belief that 
they contained any proved active ovarian hormone, than as ‘‘a 
shot in the dark,’’ and their success, even if it will be shown by 
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time to have been but temporary, came rather as a surprise. 
Possibilities of coincidence, the neurotic and psychogenic elements 
and other factors cannot, of course, be overlooked in assessing the 
value of any treatment, and especialiy so in that of gynzecological 
ailments. 


Case VI—J. R., aged 29. Occupation—Hairdresser. 


History of complaint : 

There was a profuse, white discharge, thick in consistence and 
irritating, for about four and a half years. It gradually became 
worse and she was advised at the Out-Patient Department to enter 
hospital for treatment. This advice she did not take and the dis- 
charge persisted ; it was increased by cold weather, by excitement, 
and emotion. During two attacks of tonsillitis, leucorrhoea was 
aggravated. Menstruation was scanty and accompanied by 
moderate pain ‘‘in the left side and back.’’ She stated that the 
discharge made her feel ‘‘miserable, lifeless and easily tired.”’ 
Treatment had consisted of several ‘‘bottles of tonics’? and of 
douching, once or twice weekly, for about two years. She found 
douching very painful and it did not help her complaint. 


General condition : 

She was of good general health and the mucous membranes 
were well-coloured. She was, however, somewhat neurotic and 
introspective. 


Examination of blood: 
Hzemoglobin, go per cent. 
Red blood corpuscles, per c.mm., 5,000,000. 
White blood corpuscles, per c.mm., 5,312. 
Wassermann reaction.—Negative. 


Catheter specimen of urine: 
No organisms found in smear or culture. 


Findings under anesthesia : 

Hymen intact; no signs of inflammation of vulva or vagina; 
circular erosion of cervix ; uterus normal in size, shape and position ; 
right adnexa normal ; left ovary slightly enlarged but freely mobile. 
Vaginal secretion : 

Reaction.—Neutral. 

Fresh drop.—Abundant pus cells, a few organisms and epithe- 
lial scales; no Trichomonas Vaginalis. 

Bacteriology : 

Vaginal smear.—Staphylococci, coliform bacilli and a few 

Bacilli Vagine. 
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Vaginal culture.—A growth of staph. albus on ordinary agar 
after 24 hours at 37°C. 


Cervical smear.—No organisms. 

Cervical culture.—No growth after 48 hours (agar). 

Intra-uterine smear.—No organisms. 

Intra-uterine culture—No growth on ordinary agar after 48 
hours at 37°C. 

Treatment : 

February 27th, 1930. 

The cervix was fully dilated and the thermo-cautery applied in 
four longitudinal lines within the cervical canal, one anteriorly, 
one posteriorly and one on each side; the circular, cervical erosion 
was seared in several lines radially. 

Progress: 

About 13 weeks after cauterization of the cervix, the patient 

reported that there had been no return of vaginal discharge. 


Case VII—H. R., aged 23. Occupation—Domestic work. 


History of complaint : 
In August, 1929, she complained of a profuse and irritating 


yellowish discharge which had been sudden in its onset, com- 
menced about three years previously and had persisted. At no 
time were there any urinary symptoms and the bowels were regular. 
She also complained of profuse and frequent ‘periods’ of three 
months’ duration: hitherto, menstruation was normal, regular and 
continued for three days, but during the preceding three months, 
the ‘periods’ were occurring weekly and extending over five days 
and were painful. She stated that the discharge varied in quantity, 
being worse in the morning after rising from bed. She had to 
wear a Sanitary towel continually. Past treatment consisted of 
‘medicines’ and several spells of rest in bed, but no improvement 
was effected. 


General condition : 
She was of good general health but somewhat neurotic. 
Examination of blood: 
Hemoglobin, 88 per cent. 
Red blood corpuscles, per c.mm., 5,600,000. 
White blood corpuscles, per c.mm., 8,333. 
Wassermann reaction.—Negative. 


Catheter specimen of urine.—No organisms found in smear 
culture. 
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Findings under anesthesia: (first occasion). 

External genitals normal; hymen intact ; cervix healthy ; uterus 
normal in size, position and mobility and adnexa normal. 
Treatment : 

August 8th, 1929: 

Dilatation and curettage.—No thickened endometrium. 
Progress and further treatment : 

Four months later, she reported that irregularity of menstrua- 
tion had improved, but that the operation had had no effect on her 
leucorrhoea, which had returned almost immediately on her 
leaving hospital. 

She was given §0 tablets of Ovacoids and instructed to take 
one, thrice daily. 

While taking them, she stated that there was a marked im- 
provement in discharge, in her own words: ‘‘they made a great 
difference.’’ However, she was given a further supply of Ovacoid 
tablets, but one week later, she reported that leucorrhoea was once 
again very profuse, despite the fact that she had continued taking 
the tablets. She was then re-admitted to hospital. 

Findings under anesthesia: (second occasion). 

The previous findings were confirmed. A minor degree of 
vaginal constriction, however, was noted about the level of the 
external os and a shallow pool of sero-pus was observed lying in 
the retro-cervical pouch. 

Vaginal secretion: 

Reaction.—Mildly acid. 

Fresh drop.—Numerous epithelial cells and organisms: no 
Trichomonas Vaginalis. 

Bacteriology : 

Vaginal smear.—Staphylocorci and coliform bacilli; abundant 
pus cells; no Bacilli Vaginz seen. 

Vaginal culture—A profuse growth of staph. albus and coli- 
form bacilli was obtained on agar after 24 hours at 37°C. 

Cervical smear.—Staph. and B. Coli. 

Cervical culture—A growth of staph. albus and coliform 
bacilli was obtained on agar in 24 hours at 37°C. 

Intra-uterine smear.—Staphylococci. 

Intra-uterine culture.—A scanty growth of staphylococcus albus 
in 48 hours. 

Further treatment : 
March 12th, 1930. 
The cervix was fully dilated and the cervical canal cauterized 
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with the thermo-cautery along four longitudinal lines as described 
previously. A circular area around the external os was also cauter- 
ized. 


Progress : 

Six weeks later, she reported that leucorrhoea was considerably 
improved. Discharge was then quite absent throughout the day, 
but was present in the mornings on rising from bed. 

Comment : 

The result of cauterization of the cervix was, apparently, very 
satisfactory in this case, the patient declaring that at no time during 
the past four years had she been as free from discharge as she was 
from four to six weeks after this operation. 


Case VIII—M. S., aged 17. Occupation—Domestic servant. 
History of complaint : 

For four months prior to admission to hospital, she was troubled 
with a constant, profuse, white vaginal discharge. She had to 
wear ‘pads,’ using about 12 per week. If she walked quickly, 
leucorrhoea increased, and she had often to rest in the course of 
her work, in order to lessen, temporarily, the flow of discharge. 
Menstruation was normal and painless, but during the preceding 
four months it had occurred at slightly shorter intervals than 
usually. Treatment had consisted of bottles of medicine from her 
doctor, and these had proved unavailing. 


General condition : 

The patient was well-developed and well-nourished. The skin 
and mucous membranes were of good colour. She was not con- 
stipated and there was no dysuria. 


Examination of blood: 

Hemoglobin, 85 per cent. 

Red blood corpuscles, per c.mm., 4,000,000. 

White blood corpuscles, per c.mm., 8,120. 

Wasserman reaction.—Negative. 
Catheter specimen of urine: 

No pus cells or organisms were found in the fresh drop ; a smear 
and a culture from the centrifuged deposit were sterile. 


Findings under anesthesia : 

External genitals, hymen and vagina normal ; cervix apparently 
healthy; uterus slightly soft and above normal size; appendages 
not palpable. 

Vaginal secretion : 

Reaction.—Acid. 
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Fresh drop.—Many pus cells and organisms; no Trichomonas 
Vaginalis. 

Bacteriology : 

Vaginal smear.—Staphylococci and coliform bacilli. 

Vaginal culture. A growth of staphylococcus albus, obtained 
on agar after 24 hours at 37°C. 

Cervical smear.—No organisms. 

Cervical culture—No growth obtained on agar after 48 hours 
at 37°C. 

Intra-uterine smear.—No organisms, 

Intra-uterine culture——No growth obtained on agar after 48 
hours at 37°C. 

Treatment : 

January toth, 1930: 

Dilatation and curettage performed—endometrium normal. 
Progress : 

Six weeks after operation, the patient reported that leucorrhoea 
was not improved and had recurred immediately after her operation 
and persisted. -She was then treated with Radiostoleum, one 
drachm twice daily, and for a fortnight, while taking this prepara- 
tion, leucorrhoea appreciably diminished. However, during the 
following fortnight, when Radiostoleum was still continued, dis- 
charge reappeared just as profuse as before operation. On March 
18th, i.e., nine weeks after operation, she declared that her com- 
plaint was just as it was before operation. 

Comment : 


This case emphasized the inefficacy of dilatation and curettage 
in cases of this type, when no actual cause of leucorrhoea or site 
of infection could be detected. The immediate return of discharge 
was very definite, as was the temporary, but not maintained, 
improvement with Radiostoleum. 


Case IX—E. E., aged 30. Occupation—Clerk. 
History of complaint : 


A profuse, malodorous, yellowish-white discharge had been 
present for five years, more copious just before menstruation and 
when she was excited. It was less marked at the week-ends and 
when she was on holidays. Her clothes were soiled occasionally, 
but she did not wear pads. She also complained of nervous 
symptoms, mainly of the nature of ‘‘queer sensations.’” Menstrua- 
tion was normal and painless. She had had various bottles of 
medicine from her medical attendant from time to time, and also 
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had taken proprietary tonics. Almost all of these things improved 
the discharge. She had never douched. 
General condition : 

The patient was in poor general condition, the complexion 
being pasty, pale and blotchy, and the skin sallow. She was of 
a neurotic and hysterical type and very constipated, admitting that 
frequently five days elapsed between bowel evacuations. However, 
she had no dysmenorrhcea. There was frequency of micturition. 
Examination of blood: 

Hemoglobin, 92 per cent. 

Red blood corpuscles, per c.mm., 3,300,000. 

White blood corpuscles, per c.mm., 14,100. 

Wassermann reaction.—Negative. 

Catheter specimen of urine: 


In the fresh drop, pus cells, a few epithelial cells and short 
bacilli were seen. In the smear from the centrifuged deposit, Gram 
negative short bacilli were found. Growths of Gram positive cocci 
in groups, staphylococcus albus and coliform bacilli were obtained 
on ordinary agar after 24 hours at 37°C. 

Findings under anesthesia: 

No abnormality detected beyond a circular erosion of cervix. 
Much serous discharge was seen issuing through external os. 
Vaginal secretion : 

Reaction.—Acid. 

Fresh drop.—Many organisms and epithelial cells; no Tricho- 
monas Vaginalis. 

Bacteriology: 

Vaginal smear.—Coliform bacilli. 

Vaginal culture.—A very scanty growth of coliform bacilli was 
obtained on agar after 24 hours at 37°C. 

Cervical smear.—No organisms. 

Cervical culture.—No growth obtained on agar after 48 hours 
at 37°C. 

Treatment : 
November 29th, 1929: 
No operative treatment. 


Progress : 

She was instructed to take a prescribed purgative mixture regu- 
larly, and to get as much exercise and fresh air as possible. Two 
months after examination, she reported that leucorrhoea was 
almost gone and was less than it had been for five years, The 
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bowels were now more regular, she was taking malt extract and 
various ‘tonics’ and considered herself cured. 
Comment : 

A close study of the history and features of this case showed 
one that it was of the type (reviewed in an earlier part of this work) 
met with mainly in women of thirty years of age and over. In the 
absence of any gross pelvic abnormality, the condition, as described 
before, clears up with general: treatment and no form of operative 
interference is called for. The lengthy duration of the discharge 
is to be noted. 


Case X—B. S., aged 38. Occupation—Salesgirl. 


History of complaint : 

A white vaginal discharge was present for about one year, 
but not sufficiently profuse to necessitate her wearing ‘pads.’ It 
was increased with exertion and just before the ‘period,’ and 
diminished at week-ends and during holidays. Menstruation was 
normal and painless. She was also troubled with a ‘‘lump in the 
left groin,’’ present for nine years. This was found to be a femoral 
hernia and, as it was beginning to cause pain, the patient was 
admitted to hospital on November 16th, 1929. Previous treatment 
for her leucorrhoea consisted of purgation and douching and, while 
the discharge lessened a little, she thought that the douching was 
unsatisfactory and of little value. 


General condition : 

She was of normal build and of quite good colour. There was 
no evidence of anzmia or of indifferent health. She was troubled 
with indigestion, sickness, and very severe constipation, admitting 
that frequently one week elapsed between evacuations of the bowel. 
There was no dysmenorrhcea, however. 


Examination of blood: 

Hzmoglobin, 94 per cent. 

Red blood corpuscles, per c.mm., 4,496,000. 

White blood corpuscles, per c.mm., 3,125. 

Wassermann reaction.—Negative. 

Catheter specimen of urine: 

In the fresh drop, no pus cells were seen, but short motile bacilli 
were found. In the smear from the centrifuged deposit, short Gram 
negative bacilli and a few Gram positive cocci were found. Growths 
of Gram negative coliform bacilli and of staphylococcus albus were 
obtained on ordinary agar after 24 hours at 37°C. 


Findings under anesthesia: 
Hymen intact: no abnormality detected in pelvis, 
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Vaginal secretion : 
Reaction.—Neutral. 
Fresh drop.—Organisms present; no Trichomonas Vaginalis. 


Bacteriology : 

Vaginal smear.—Coliform bacilli. 

Vaginal culture.—A growth of coliform bacilli was obtained on 
agar after 24 hours at 37°C. 


Treatment : 
November 18th, 1929: 
Nil—(Had operation for femoral hernia). 


Progress: 

Four months after operation, she reported that she felt in ex- 
cellent health and there had been no leucorrhoea since she left 
hospital. 


BACTERIOLOGY. 
(Including Trichomonas Vaginalis and Fungus Infection). 


Eden and Lockyer’® state that for the first 24 hours of life the 
vagina is said to be sterile, but that by the third day it always 
contains micro-organisms, including staphylococci and | strep- 
tococci. The vagina, therefore, even in a young virgin is not 
sterile. The upper part of the vagina is believed to contain, 
normally, the bacillus vaginz or bacillus of Déderlein, which is a 
large Gram positive, non-motile organism, and does not grow on 
the ordinary culture media. Barris (loc. cit.) quotes Winter, 
Stroganoff and Menge as having shown that bacteria are not 
normally found above the external os. 


Roques"’ states that vaginal films or cultures are of little value 
in the adult, except possibly in virginal vagina, and that in all 
cases of purulent vaginal discharge the material to be examined 
must be taken from the interior of the cervical canal. 


In the ten cases which I have described in detail, | endeavoured 
to make as full a bacteriological study as possible, but in some of 
them the cervix was not dilated and so no intra-uterine smear was 
obtained. Care in taking the latter must be observed to avoid 
contamination and the method employed was that of passing a 
sterile swab (‘throat swab’) through a hollow glass cervical 
dilator, specially made. In all of these cases vaginal smear or 
culture showed organisms; out of eight cases, six were sterile on 
cervical smear or culture; four intra-uterine smears and cultures 
revealed organisms ‘in two cases; the bacillus vaginze was found 
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in two cases only. The urine in four cases out of nine showed 
organisms either on smear or on culture. 


The bacteriological findings are summarized below :— 


Case No. Vagina. Cervix. Uterus. Bac. Vag. Urine, 
I Staph. +-strept. Sterile. — Nil. Sterile. 
Il Fungus + coliform. — — + — 
Ill Staph. + coliform. Staph. + coliform. — Nil. Staph. + coliform, 
1V Fungus + staph. Sterile. Staph. + coliform. Nil. Staph. 
V ‘Staph. + coliform. Sterile. Sterile. Nil. Sterile. 
VI Staph. + coliform. Sterile. Sterile. oo Sterile. 
VII = Staph. + coliform. Staph. + coliform. Staph. Nil. Sterile. 
VIII Staph. + coliform. Sterile. Sterile. Nil. Sterile. 
IX Coliform. Sterile. Nil. Staph. + coliform, 
X Coliform. Nil. . + coliform, 


The bacteriology of the vagina was also studied in seven out- 
patients who had previously received treatment, but who still com- 
plained of leucorrhoea. Vaginal culture was negative in four of 
these cases. Two cases showed both staphylococcus albus and 
coliform bacillus, and the remaining one had coliform bacillus 
only. 

As control cases, four virgins who had no complaint of leucorr- 
hoea were investigated. In two of them, cervical and uterine 
cultures were found to be sterile. Vaginal cultures were obtained in 
all, three showing staphylococcus albus and coliform bacillus, and 
one showing staphylococcus albus alone. The bacillus vaginz 
was very profuse in two of the cases. 

I examined the fresh vaginal secretion (diluted in normal saline) 
in 19 cases of profuse leucorrhoea in virgins, but failed to find the 
Trichomonas Vaginalis in any. Davis'* states that this flagellated 
parasite is, relatively, a common cause of persistent abnormal 
vaginal discharge and, in fact, that a persistent profuse, yellow or 
white discharge which causes a marked irritation of the vagina and 
external genitalia is usually due to it. Davis, according to my in- 
formation received from him, in a period of 22 months has diagnosed 
Trichomonas Vaginalis vaginitis in 73 patients, 16 of whom were 
unmarried nullipare and four of whom he thought were “‘relatively 
certain virgins.’’ In four of his 73 patients a yeast infection was 
found with the Trichomonas ; two had a typical thrush and the other 
two had the round-celled type of yeast. 

I have described earlier, two cases of yeast infection of the 
vagina and have shown by photographs, the appearances of the 
fresh drop and stained preparations. It is very probable that 
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fungus infections of the vagina, either of a typical thrush form 
or otherwise, are commoner in virgins than is generally supposed. 


OBSERVATIONS ON ETIOLOGY. 


It cannot be too strongly emphasized that leucorrhcea is but a 
symptom and an objective expression of some abnormality, which, 
in the parous woman, is generally easily appreciated, but in the 
virgin is often difficult to determine. Many causes may produce 
or be associated with this symptom in virgins and, while so very 
frequently no abnormality is detected under anzsthesia, the rarer 
possible causes, such as carcinoma, simple adenoma and others 
which have been mentioned, must not be overlooked. 

Anemia, constipation and tuberculosis have been, sometimes, 
held responsible for leucorrhoea in virgins. It is quite probable 
that these factors are of importance in producing mild or moderate 
degrees of this condition, but they are of little or no importance in 
the production of the profuse, constant type of leucorrhoea that has 
been under study. A large series of cases shows that constipation 
is present in 50 per cent of them: effective treatment of this has 
little or no effect on the progress of the discharge. 

Concerning tuberculosis, one has encountered in a review of 
cases extending over 25 years, only three cases of this nature, two 
of'*them having either pelvic or general tuberculosis and one 
having a perineal abscess opening into the vagina. Enquiry into 
the records of a large sanatorium provides corroborative evidence, in 
that vaginal discharge is not a recorded feature in cases of virgins 
suffering from tuberculosis. Tuberculosis of the cervix uteri is 
very rare, and fewer than 20 primary cases have been reported.’® 

Examination of the blood, in almost all cases, reveals no 
diminution in hemoglobin or red cells. Even profound anzmias, 
such as chlorosis, pernicious anzemia and purpura, when they occur 
in young virgins, are not usually associated with this symptom. 

The réle of the so-called congenital erosion in the production 
of leucorrhcea is a matter of much question. It is usually regarded 
as a persistence of a foetal condition, but Bailey®® has found in- 
flammatory changes. In the course of reviewing a large number 
of cases in hospital I have collected the ‘notes’ of 14 unmarried 
nulliparee in whom a ‘‘congenital erosion’”’ of the cervix was found 
and in whom leucorrhoea was not present. The particulars re- 
corded are, very briefly, as follows :— 


J. K., aged 24. Complaint—Pain over left iliac region. Circu- 
lar erosion of cervix. 
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H. C., aged 26. Velvety erosion around external os. 

M. H., aged 25.. Complaint—Sickness and menorrhagia. 
Cervix showed a well-marked erosion. 

M. F., aged 21. Complaint—Dysmenorrhoea. Cervix large 
and eroded. 

L. M., aged 36. Hymen intact, cervix eroded posteriorly. 

A. A., aged ?. Complaint—Dysmenorrhoea. Diagnosis— 
endometritis and erosion of cervix. 

M. C., aged 22. Complaint—Dysmenorrhoea. Slight erosion 
on cervix. 

C. D., aged 26. Complaint—Dysmenorrhoea.—-Erosion of 
cervix. 

H. H., aged 23. Complaint—Dysmenorrhoea. External os 
surrounded by a ring of erosion. 

M. C., aged 22. Complaint—Dysmenorrhoea. Retroflexion ; 
lips of cervix eroded. 

J. I., aged 20. Complaint—Dysmenorrhoea. Uterus acutely 
anteflexed ; congenital erosion. 

A. T., aged 20. Complaint—Painful periods. Cervix exten- 
sively eroded. 

E. Mc.E., aged 20. Complaint—Irregular and frequent 
periods. Small erosion of cervix. 

I. G., aged ?. Pain in right side. Diagnosis—Appendicitis 
and erosion. 

These cases emphasize the fact that an erosion of the cervix is 
not necessarily productive of vaginal discharge and that it does 
not follow that, in a case of virginal leucorrhoea, treatment of an 
erosion is treatment of the source of the discharge. One has en- 
countered cases in which, after excision of an erosion, leucorrhoea 
is as profuse as before, and also instances in which improvement or 
cure has been effected, but examination of the cervix shows it still 
to have an erosion. 


There is no doubt that leucorrhoea is encountered in young 
women suffering from endocrine derangement: in them, usually, 
discharge is not constantly profuse and there is frequently an 
associated complaint of pain or of marked irregularity of menstrua- 
tion. 

Infection of the vagina only, by bacteria or fungi is an import- 
ant cause. 


In those cases in which no abnormality is detected, observations 
and bacteriological findings make one sceptical as to the presence 
of infection, either of the cervix, or of the body of the uterus. 
Curtis, in a recent letter, states that he considers infection of minor 
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importance in these cases. ‘‘The trouble begins with an emotional 
increase in the gland secretion, followed by maceration of the 
tissues and resultant hyperplasia of the glands. A vicious circle is 
thus established with the result that there is continuous out-pouring 
of secretion.”’ 


SOME CONSIDERATIONS ON TREATMENT. 


On a thorough and methodical examination of the case, treat- 
ment should rest. The condition is a very distressing one to the 
patient, and particularly so after various treatments and one or 
more operations have failed to give her relief. It is no more 
rational to curette the uterus in every case of this condition than 
to do the same operation in every case of uterine hemorrhage, 
irrespective of its cause. Bacteriological examination of the urine 
should be carried out in every case, for urinary infections are 
frequently present and require treatment. Vaginal, cervical and 
uterine cultures (where practicable) should be taken under anes- 
thesia and the patient carefully examined. Examination of the 
fresh vaginal secretion, diluted with normal saline, should be made. 


When Trichomonas Vaginalis or yeast vaginitis is diagnosed, 
treatment wilth Lugol’s iodine (one in three parts of water) should 
be tried. In other cases, in the absence of gross causative factors, 
Radiostoleum may be tried. Radiostoleum (British Drug Houses) 
is a mixture of vitamin D and a concentrate of vitamin A. In 
several of my cases, but not in all, it was associated with a distinct 
improvement of leucorrhoea. 


It occurred to me to use this preparation after reading a report 
by Mellanby ;”* he showed that a definite increase in resistance to 
infection is given by intensive vitamin A therapy. Bauer,*’ how- 
ever, used Vigantol, which is a pure vitamin D (irradiated ergos- 
terol) in 10 cases of leucorrhoea in young girls and virgins: six 
were cured, in one improvement was noted, and in three there was 
no improvement. While he states that the condition is not neces- 
sarily due to vitamin deficiency, he attributes importance to the 
nature of the food and diet for its origin and for its treatment. 


If it is thought that the cervix is the source of a profuse dis- 
charge, cauterization, preferably with the electric cautery, should 
be employed. 


Indiscriminate or haphazard treatment, such as the routine use of 
dilatation and curettage of the uterus, is to be deprecated as an 
attempt to cure leucorrhoea in the virgin. 
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SUMMARY. 

The scope and clinical basis cf this study are indicated. 

The sources and pathogenesis of leucorrhoea in the virgin are 
discussed. 

The results of a survey of hospital records of in-patients over 
a period of 20 years (1904-1924) are indicated: 252 cases of 
‘‘virginal leucorrhoea,’’ giving an incidence of 1.06 per cent to the 
total admissions, are noted. The zetiological or associated factors 
present in these cases are stated, and 13 uncommon conditions 
encountered are described. 

An analysis, with special reference to leucorrhoea, is made of 
the records, over a period of five years, of unmarried nulliparz 
attending an out-patient department. 

In-patient records (1924-1929) are surveyed, and 116 cases of 
virginal leucorrhoea collected and described. A detailed analysis 
is made of the clinical features, diagnosis, treatment and results 
of 76 of these cases. 

A clinical and bacteriological investigation has been carried 
out in ten cases that have come under my care, and a critical study 
made of the ztiology and treatment of this condition. 


CONCLUSIONS. 

There is encountered in virgins a definite, clinical condition of 
profuse leucorrhcea, unassociated with anzemia, debility and consti- 
3ation, which, in them, are the common factors associated with mild 
and varying degrees of ‘‘white discharge.”’ 

Almost two-thirds of all cases occur between twenty and thirty 
years of age: most are unassociated with dysmenorrhoea or any 
other complaint. 

A follow-up involving 76 in-patients, shows that the results of 
hospital treatment have been unsatisfactory. 

Numerous conditions may be causes or, at least, associated 
factors, although in many cases no definite cause is apparent. 

Anzmia, constipation and tuberculosis are not etiological 
factors. A ‘‘congenital erosion’’ is often unaccompanied. by 
leucorrhoea and the latter may be quite unrelieved, when an erosion, 
its presumed cause, is excised or otherwise ‘cured.’ 

Leucorrhoea, varying in profuseness from time to time and 
associated with prolonged intervals of amenorrhoea (or very scanty 
menstruation) and iliac pain or backache, is sometimes met with in 
cases of endocrine imbalance of the ovarian or thyro-ovarian type. 

Fungus infections of the vagina—thrush and yeast—are com- 
moner than is generally believed. 
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Although no case of Trichmonas Vaginalis vaginitis was 
encountered in my series, the possibility of the presence of the 
causative parasite in virgins should be borne in mind. 

A careful evaluation of the history must be made. One must 
consider whether the condition is a minor and temporary symptom 
due to temporarily disordered general health, or whether it is the 
genuine, profuse, persistent leucorrhoea which I have described. 
The importance of this lies in its deciding the treatment to be 
pursued. In the former, attention to the general health, purgation, 
hamatinics, fresh air and exercise appear to cure-most cases, while 
in the latter these measures are of little value. 

The patient should be examined under anesthesia; a vaginal 
fresh-drop (in normal saline) and bacteriological smears and 
cultures from vagina, cervix and uterine cavity should be taken 
and examined. The vulva and vagina should first be examined 
carefully as they may be the source of excessive discharge: this 
may save unnecessary dilatation of cervix or other interference. 

Indiscriminate douching is to be condemned, not only because 
it is painful, objectionable, and very difficult in the virgin, unless 
a special nozzle or catheter is used, but also because it is almost 
valueless as a therapeutic measure. 

The almost routine use of dilatation and curettage of the uterus, 
in an attempt to cure virginal leucorrhoea, is unscientific, and is 
to be deprecated. 

On the basis of a thorough and methodical examination of the 
case, appropriate treatment should rest. 

When no appreciable cause is discoverable, Radiostoleum may 
be given a trial (for one month at least); if this fails, cauterization 
of the cervix by means of the electric or thermo-cautery should be 
employed. 


ACKNOWLEDGMENTS. 


In conclusion, | should like to express my thanks to the surgeons 
(Doctors Shannon, West, Gardner and McIntyre) of the Royal 
Samaritan Hospital for Women, Glasgow, for their permission to 
take charge of cases under their care, particularly Dr. Shannon, 
under whose direction this research was conducted, and to the 
McCunn Research Scholarship Trustees who made it possible for 
me to devote my time to these investigations. I am also 
indebted to Dr. Amy Fleming, Pathologist to the hospital, for 
facilities and material in the course of bacteriological work ; to Dr. 
James Sommerville for the photomicrographs; and to Dr. Arthur 
H. Curtis, of Chicago, and Dr. Carl H. Davis, of Milwaukee, for 
private letters containing valued information and advice. 





Journal of Obstetrics and Gynecology 


REFERENCES. 


. Glaister, J. ‘‘Medical Jurisprudence and Toxicology,’’ Edinburgh, tg10, 
445. 
. Barris, J. Brit. Med. Journ.. 1929. Oct. 12. 658. 
. Munro Kerr, J. M. ‘‘Clinical and Operative Gyneecology,’’ London, 
1922, 90. 
. Davis, C. H. Amer. Journ, Obstet. and Gynecol., 1929, xviii, 2, 
196-203. 
. Watson, B. P. Eden and Lockyer ‘‘New System of Gynzecology,”’ 
London, 1917, ii, 105. 
. Eden and Lockyer. ‘‘Gynecology,’”’ third edition, London. 
. Strachan, G. I. Brit. Med. Journ., 1929, Oct. 12, 659. 
. Curtis, A. H. Surg. Gynecol. and Obstet., 1923, xxxvii, 657. 
. Curtis, A. H. Surg. Gynecol. and Obstet., 1918, xxvi, 178. 
. Munro Kerr, J. M. loc. cit., 245. 
. Schauffler, G. C. Amer. Journ. Dis. Child., 1927, xxxiv, 646. 
. Payne, F. L. Amer. Journ. Obstet. and Gynecol., 1929, xvii, 841-847. 
3. Burns, J. W. Journ. Obstet. and Gynecol. Brit. Emp., 1922, xxix, 619. 
. Young, J. Brit. Med. Journ., 1930, March 29, 578. 
. Mackie, and McCartney. ‘‘An Introduction to Fractical Bacteriology,’ 
Edinburgh, 1928, 347-348. 
. Eden and Lockyer. ‘‘Gynzcology,’’ second edition, London, 236. 
. Roques, F. The Lancet, 1929, ii, 890-892. 
3. Davis, C. H. Wiscons. Med. Journ., xxviii, 6, 249. 
. Douglass and Ridlon. Brit. Med. Journ., 1929, June 29, 112. (abstract). 
. Bailey, K. V. Brit. Med. Journ., 1929, i, 767. (abstract). 
. Mellanby, E. Brit. Med. Journ., 1929, June 1, 984. 


22. Bauer, A. W. Miinch. med. Wochenschr., 1929, i, 962. 





Further Investigations into the Death of the Child following 
the Induction of Labour by means of Quinine. 


By 


EILEEN S. SADLER, M.Sc. 


Demonstrator in Pharmacology, University of Liverpool. 


WALTER J. Ditiinc, M.B., Ch.B., (Aberdeen). 
Professor of Pharmacology, University of Liverpool. 
and 
ARTHUR A. GEMMELL, M.C, T.D., M.D., B.Ch. (Cantab.), 
F.R.CS.E. 
Hon. Assistant Gynecological and Obstetrical Surgeon, David 
Lewis Northern Hospital; Hon. Assistant Surgeon, Liverpool 


and Samaritan Hospital for Women; Hon. Assistant Surgeon, 
Liverpool Maternity Hospital. 


(Depariment of Pharmacology, Liverpool University.) 


RECENTLY,’ we drew attention to the possibility that quinine, ad- 
ministered for the induction of labour, might have been responsible 
for 1.04 per cent of still births out of a series of 756 cases; but 
that, contrary to the statements of others,”* it exerted no detri- 
mental influence on the nutrition of children who survived. It was 
estimated, from the speed of the urinary excretion, that the highest 
concentration of the quinine in the maternal—and probably in the 
foetal—tissues, was to be anticipated about six to eight hours after 
the first dose but that a delayed peak might occur. Although we 
failed then to identify quinine in a still-born child whose mother 
had had quinine, we proved the presence of the alkaloid in the liquor 
amnii (0.006 per cent) nine to eleven hours after administration 
and in the urine of infants (0.015 per cent) six to twelve hours after 
the last dose received by the mother. We suggested, therefore, 
that the concentration of quinine in the tissues of infants might 
reach an acme sufficient to produce toxic effects. 

Our work recently has been an endeavour to clear up some of 
the points which were undecided in our previous communication 
and to amplify our findings, so that we might be in a position to 
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review critically the cases of foetal death which might have been 
thought to be attributable to quinine, and to give some decision 
upon the merits or demerits of this drug as a means of inducing 
labour. All cases described in this paper are new; those reported 
in our earlier communication are brought under consideration only 
in the section devoted to the discussion of still-births. 


METHODS OF ISOLATION. 


Since our previous paper we have modified somewhat the 
methods for isolating the alkaloid so as to achieve greater purity in 
the residues. The following synopses give the essential details of 
the processes :— ; 


(a) From urine. In order to prevent emulsification during extraction 
with ether, the urine was defeecated by Ramsden’s method,* each 
100° ¢.c. of urine was well shaken with 5 c.c. of 25 per cent lead acetate 
containing 2.5 per cent acetic acid; 5 c.c. of saturated ammonium sul- 
phate was then added; the clear lead-free filtrate, obtainable by using a 
layer of Kieselguhr between two papers, was finally made alkaline with 
ammonia and shaken with three successive lots of ether. The ether 


was evaporated and the residue weighed. These residues appeared 
pure. 


(b) From liquor amnii, blood, placenta, and feetal tissues, ‘The 
removal of proteins was achieved by boiling each 10 gms. of the 
material for about two minutes with 10 c.c. of saturated ammonium 
sulphate solution containing 1 per cent sulphuric acid and about 1 gm. 
of ammonium sulphate. The hot material was filtered through a 
toughened filter paper on a Buchner funnel. In the case of blood, 
placenta and foetal tissue, the residues, remaining on the filter paper, 
have been ground with glass and re-extracted with ammonium sulphate 
solution two or three times. The combined filtrates were first shaken 
three times with ether to remove impurities, then made alkaline with 
ammonia and re-shaken with ether. The residues obtained after 
evaporation of the ether, were weighed and, if necessary, purified by 
dissolving them in alcohol, filtering, evaporating and again weighing. 


With small residues complete purification was impossible without 
risking loss of quinine. 


IDENTIFICATION TESTS. 


Mayer’s reagent (Mercuric Potassium Iodide Solution) which 
detects quinine in dilutions of 1: 40,000, was used in all cases. 
As a specific test for quinine, the thalleioquin test—used at first— 
was abandoned later in favour of the herapathite test, as modified 
by Ramsden,* on account of its higher delicacy with small residues. 
In the course of control experiments to test the delicacy of the 
herapathite test for the identification of quinine which had been 
added to tissues, it was found possible to re-isolate and identify 
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quinine when it was present in water to the dilution of 1 : 8,000,000, 
in urine 1 :1,600,000, in liquor amnii 1 1,500,000, in placenta and 
in blood 1: 800,000. These controls indicate that the likelihood of 
significant concentrations of quinine being overlooked in the 
clinical material we examined, is remote. 


ESTIMATION OF QUININE. 


In view of the difficulties and uncertainty of obtaining pure 
quinine residues for gravimetric measurement, volumetric methods 
were adopted later. Gordin’s’ titration method, as practised by 
Schmitz,° was tried at first but was discarded as it gave inaccurate 
results. Elvove’s’ method was found to give satisfactory results 
with amounts of quinine not less than 50 mgms.; we were thus 
able to recover quinine to the extent of 97 per cent from urine, 95 
per cent from liquor amnii, 72 per cent from blood and 71 per cent 
from placenta, when 50 mgms, of quinine had been added to from 
10-30 gms. of the tissue, but, with aqueous solutions containing 
only 5 mgms. quinine, any slight mistake in the determination in 
the colour end-point of titration involved a considerable variation 
in the percentage results, And, since the amounts of quinine 
isolated from the tissues under consideration were usually from 
1 to 5 mgms., the attainment of high accuracy by volumetric 
methods was also found to be impossible. 


EXCRETION OF QUININE BY- PARTURIENT WOMAN. 


(a) Three doses of Quinine (grs. X) at hourly intervals. 

Further estimations of the excretion of quinine have confirmed 
our statement that the maximum excretion of quinine in the 
maternal urine occurs usually between the sixth and twelfth hour 
after the first dose, but may be delayed; most frequently the peak 
oi! excretion lies between the sixth and eighth hours. We have 
in this new series of cases estimated the actual amounts of quinine 
excreted and the graph (fig. 1) shows milligrams of quinine in the 
urine passed after three doses of ten grains of quinine hydro- 
chloride had been given at hourly intervals. This gives a similar, 
but perhaps truer, picture of the excretory rate than our previous 
diagram which showed the concentration of quinine per 100 C.c. 
urine. In that diagram four types of quinine excretion were dis- 
tinguished ; it appears, however, from our further work that cases 
showing peaks of excretion intermediate between the ‘‘large 
rapid’? and “‘large slow’’ types are quite common. It will be 
noted that Case 33 in the graph excretes very little; others of this 
‘‘small .rapid’’ type have again been found but we have been un- 
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able to correlate these with the occurrence of quinism—symptoms 
of which have been remarkably absent from our cases—and we 
assume provisionally that these are persons whose tissues can 
metabolize quinine more easily than others. The wide variations 
in the total amounts of quinine recoverable from maternal urine 
support this view. Our figures indicate that 20 per cent is high 
and that a more average amount is 13 per cent, but the figure may 
fall as low as eight per cent. 
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Curves of Quinine Excretion following three doses of ten grains 
at hourly intervals. 


Only one new case showing a slow and small excretion has been 
found; this patient received two courses of quinine, but, unfortun- 
ately, no urine was sent to us during the period between the first 
and second courses. The second dosage of 30 grs. was given 48 
hours after the first and the urine showed a peak of excretion at 
the 54th hour, then a valley at the 75th hour, followed by a second 
peak of excretion at the goth hour. It is possible that the first 
peak was the result of the first quinine administration 54 hours 
before, while the second peak was due to the second dosage 42 
hours before it. 


(b) Four doses of Quinine (grs. X) at zero, second, fifth and ninth 
hours. ; 


When the quinine is administered according to the Manchester® 
routine, we have found that the peak of excretion precedes the 
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fourth dose which only flattens the later part of the excretory 
curve. This evidence indicates that an interval of four hours be- 
tween dosage is too long to produce a cumulation of the concentra- 
tion of quinine in the body. The administration of quinine at two 
hourly intervals produces a peak later than that of the one hourly 
dosage. Since the object of giving quinine is to attain in the body 
a concentration sufficient to stimulate uterine contractions, it is clear 
from our analyses that this objective is likely to be attained more 
effectively and rapidly by three doses at hourly intervals than by 
wider spacing of the dosage. 
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Curves of Quinine Excretion following more widely spaced 
dosage. Note in curves 4 and 21 that the peak of excretion precedes 
the dose at the ninth hour. 


The truth of this deduction is supported by the findings of 
Acton and King® who showed that following a single dose of 
20 gts. of quinine, the concentration in the blood was, at the end 
of the first hour 1 : 150,000, second hour 1 : 187,000, and third hour 
1: 225,000. The average peak of excretion on the hourly dosage 
system occurs between the fourth and sixth hours after the last 
dose, hence the highest concentration in the blood of the mother, 
and probably of the foetus, must be anticipated within two to five 
hours after the last dose, although, as our curves show, delayed 
excretion may prolong the period of possible danger till at least 
the twelfth hour after quinine has been given, 


H 
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PRESENCE OF QUININE IN THE LIQUOR AMNII. 


From a series of 32 cases, quinine has in 24 been identified in 
the liquor amnii either by thalleioquin or herapathite tests. If we 
also accept a precipitate with Mayer’s reagent as conclusive 
evidence of the presence of quinine, then only four cases were 
negative and these were obtained so late as the 64th, 75th, 106th 
and 158th hours after the first dose of quinine. The table shows 
the details of some cases arranged according to the period after the 
last dose of quinine. The complete series shows that the average 


TABLE I. 





Hours after | 
Quinine | Amount 


| of Liquor 


Per Cent 
in 
Liquor 
Amnii 


Hours of 
Quinine 
Dosage 


Weight 
of 


Residue | 


| 
| 
| 
| 








7 Va | 0.0083 | 0,1,2  grs. 
| 0.005 0,2,5,9 grs. 


oO 


0.012 0,1,3  grs. 


va 


0.008 0,1,2 
0.007 0,1,2 
0.0118 0,2,5 





0.0125 0,1,2 
0.0022 0,1,2 
0.0025 0,1,2 





MM MM 








percentage of quinine is 0.009 per cent, or nearly 1: 10,000 and 
the fact that the percentages show no decline until thirty hours 
after the quinine had been given, indicates that reabsorption of 
quinine from the liquor amnii is a slow process. 


PRESENCE OF QUININE IN THE PLACENTA. 


With the small amounts of blood usually obtained from the 
placental end of the cord we have had little success; only three 
out of 18 specimens gave an identification test for quinine—the 
concentrations found being variable, namely, 1 :16,000 seven and 
fifteen hours after the last dose, and 1 :58,000 twenty-nine hours 
after dosage with quinine. While the figures, owing to the small 
amount of material, may be unreliable, the facts indicate that 
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quinine excreted into the foetal circulation returns only compara- 
tively slowly into the maternal circulation. 

Analyses of placental tissue have yielded the results in Table IT. 
The residues from the placenta, owing to ether emulsification in 
the process of isolation, were often impure. The average per- 
centage obtained from the whole series was 0.002 per cent or 
1: 50,000; in the later cases, the residues were purified and they 
show an average percentage of 0.0015 (1 : 66,000) in the placenta ; 
in one case, 0.001 per cent was still present thirty-eight hours 
after quinine had been given. It may be anticipated—and our 


TABLE II. 


Presence of Quinine in Placenta (100 gms.) 





| 
Hours after 
? ao | 7 
Quinine | Weight | Hours of 
of Quinine 
Residue | Dosage 





First | Last 





0.002* 
0.002 
0.003 * 
0.003* 
0.002 
0.002 
0.0016 
0.0012 





0.001 
0.001 





* Residue not quite pure. 


results suggest this—that the percentage may be highest about the 
seventh or eighth hour after the last dose of quinine; this would 
conform with our data for the maternal excretion of quinine. The 
concentrations in the placenta begin to decline from about the 
2oth hour after the last dose, but quinine has been identified here 
even 83 hours after it was given. One placenta, obtained 62 hours 
after the quinine administrations, contained no alkaloid. 


EXCRETION OF QUININE INTO THE URINE OF THE CHILD. 


Sixteen out of seventeen samples of infants’ urine gave posi- 
tive tests for quinine. Table III gives details of some of these 
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cases. The average percentage in the urine is 0.016 per cent 
(1 :6,000); and it is interesting that the percentage does not vary 
much with the intervals between the quinine dosage and the 
occurrence of birth or passage of urine. The high concentration 
is evidence of the active elimination of the quinine by the infantile 
kidney, but, in view of the long persistence of quinine in the 
placenta, it would have been expected that the later urines would 
have contained increasing percentages of quinine, and, since they 


TABLE III. 


Excretion of Quinine into Child’s Urine. 


H fter | 
first Quinine | Amount — Per Cent Hours of 
of Urine 0 in Quinine 
es used Residue Urine Dosage 

| Birth | Urine 





ee one 5 c.e. 0.001 0.02 0,2,5,9 grs. 
7 ll ' 0.002 0.015 | 0,1,2 
. | 0,002 0.016 | 01,2 
8 | | ; 0.002 0.018 | 0,1,3 
e | - | 0.0016 0.02 0,1,2 
12 | » + 0.001 0.016 | 0,2,5,9 
i | . | 001 0.009 0,1 
19 | . | 0.0004 0,2,4 
20 . | 0.0026 0,1,2 
31 . | 0.002 0,1,2 





i a 





be M&M 














do not, one must assume that there is a threshold limit beyond 
which the infantile kidney cannot concentrate quinine. This would 
explain the persistence of quinine in the foetal tissues and placenta. 
It was impossible, however, to be absolutely certain that in all late 
cases we obtained the child’s first urine. 


QUININE IN THE TISSUES OF STILL-BORN CHILDREN. 


Chemical analysis has been made of the organs of four still- 
born children whose mothers had been given quinine. It was 
anticipated that the concentration found in the tissues might have 
relationship either to the period spent in utero subsequent to 
quinine or, at least, to the period of survival as estimated by the 
foetal heart sounds, 
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TABLE IV. 
Presence of Quinine in Fetal Tissues. 





Hrs. after 


Hrs, after Concentration of Quinine in— 





Ist Quin. ist _ 
last F.H.S.| Placenta | Liver Kidney | Lung 
41 | 


to birth 





20 154 1 :60,000 | 1:45,600 | 1 :20,000 


26 20 1: 42,000 | 1:23,000 | 1 :45,600 
| 

12 34 1: 46,000 1 : 100,000 | a 

77 77 1 : 265,000 | 1 : 83,000 | 1:190,000 























The few results, however, cannot be correlated definitely with 
any known factor, but the average concentrations are comparable 
with those obtained from the placenta. There is, therefore, 
decided evidence that strengths of quinine which may be toxic to 
foetal tissues may persist in the foetus many hours after the wave 
of excretion in the maternal urine has subsided and it is reasonable 
to assume that this must be due to (a) a slow return of quinine 
from foetus to mother and (b) an inability of foetal kidney to excrete 
concentrations above 1 : 6,000. 


THE CLINICAL EFFECT ON THE CHILD DURING LABOUR, OF QUININE 
INDUCTION. 


Porak? and Runge’ have stated that the child more often passes 
meconium during delivery following administration of quinine to 
the mother. In our previous communication we had no observa- 
tions on this point but we have now carefully watched one hundred 
patients in normal labour and fifty-two patients in labour follow- 
ing induction by quinine either alone or combined with pituitrin. 
In order to exclude as far as possible foetal stress due to a difficult 
second stage of labour we have tabulated only those cases in which 
meconium was observed in the liquor amnii at rupture of the 
membranes, as instances in which meconium was present :— 


Normal labours... ... 100. Meconium in liquor amnii 8, or 8 per cent 
Quinine inductions .... 31. iA OR TART 1s 
Quinine-Pituitrin 

inductions 


If the whole series is considered, quinine was used (alone or 
combined with pituitrin) in 52 cases and meconium was present at 
rupture of the membranes 20 times—34.61 per cent or more than 
four times as frequently as in the normal labour group. 
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The view has been expressed by von Fekete that this passage 
of meconium is due to stimulation of the intestinal muscle by the 
quinine. It seemed unlikely to us that quinine would stimulate 
foetal intestine directly to the necessary degree, and the following 
two tracings show that the action of dilute quinine solutions 
(1 : 150,000) on the revivified isolated intestinal muscle of still- 
born children is a diminution of the tone and a weakening of the 
rhythmic movements of the muscle. Unless, therefore, the effect 
be due to relaxation of the sphincter ani, the action of quinine on 
foetal intestine does not account for it. 


HISTOLOGICAL EXAMINATION OF THE LIVER, LUNGS, SPLEEN AND 
KIDNEYS REMOVED FROM CHILDREN WHO WERE STILL-BORN | 
FOLLOWING THE INDUCTION OF LABOUR WITH QUININE. 

In cases Liverpool 10, 11, and 12 the liver, lungs, spleen and 
kidneys of the children have been examined histologically. In 
all cases the picture is that of venous congestions as seen in 
asphyxia. In addition, cloudy swelling is seen in the cells of the 
kidneys and liver but, as the post-mortem examinations were all 
made some time after death, (never less than twelve hours) this is, 
in all probability, a post-mortem autolytic change, which is well 
known to be very rapid in newly born babies. We suggest that these 
may have been the appearances in Torland’s'® case and ascribed 
by him to pre-natal nephritis. 

It is possible that both the histological changes seen and the 
foetal distress as evidenced by the frequent passage of meconium, 
are all due to intra-uterine asphyxia. Acton’ suggests that 
asphyxia may be brought about by a tonic contraction of the 
uterus causing constriction of the maternal blood sinuses. This 
does not appear likely, for reference to the discussion of foetal 
deaths will show that foetal deaths are not more common when 
pituitrin is used than when quinine is used alone. Pituitrin has 
a more powerful action on uterine muscle than quinine and if a 
spasm is to be produced, sufficient to constrict the maternal 
sinuses, it would be expected in cases in which the cervical os is 
closed and pituitrin is used. Further, the passage of meconium by 
the child is less frequent with quinine and pituitrin than with 
quinine alone (vide supra). 

POST-NATAL JAUNDICE. 

We showed in our earlier paper that quinine had no detri- 
mental effect on the nutrition of the children who survive, as 
judged by change in weight at the 1oth day after delivery. Porak 
and Runge state that the child is more frequently jaundiced. Our 
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Action of Quinine on Human Feetal Intestine. 


The muscle, 14 hours after still-birth, was immersed in a bath contain- 
ing 150 c.c. of Tyrode’s fluid at 38°C. The addition of 0.1 c.c. of 1 per 
cent quinine hydrochloride gives a dilution of 1 :150,000 in the bath. Note 
the weakening of tonus and rhythmic contractions as the concentrations 
increase. 
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Action of Quinine on Human Feetal Intestine. 


The muscle 18 hours after still-birth, was immersed in a bath contain- 
ing 150 ¢.c. of Tyrode’s fluid at 38°C. The tone and contractions weaken. 
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observations on this point, in 100 normal cases and 33 cases of 
quinine induction, give the following results :— 
Jaundice during Average weight 
first 10 days of life. at birth. 
Normal cases (100) 38= 38 per cent 7 pounds 3.4 ounces 
Quinine induction (33) 12=36.36 per cent 7 pounds 6.8 ounces 


The average weight of the children at birth shows that the two 
series are comparable and the figures for jaundice are obviously 
the same in both groups. 


CORRELATION OF RESULTS. 


Before proceeding to discuss the causes of the deaths recorded 
after quinine induction, it will be helpful to summarize the experi- 
mental results. From the tables, we find that the concentration of 
quinine in the placenta may be about 1: 66,000, in the liquor 
amnii I : 10,000, and in the infant’s urine 1: 6,000. We estimate 
that the concentration in the tissues of the dead foetus may vary 
between 1: 50,000 and 1: 100,000. It is difficult to understand 
why a high concentration should persist in the placenta and foetus 
for 33 or more hours after the mother had 30 grs. of quinine, unless 
upon the assumption that there is an excretory threshold for 
quinine in the infant’s kidney and that it is unable to concentrate 
a quinine solution stronger than 1: 6,000, But even so, one 
hesitates to imagine that quinine which passes from the mother to 
the child is incapable of returning to its donor when the concentra- 
tion balance between the two vascular systems should, from our 
evidence of maternal excretion, have been reversed. Whatever be 
the explanation, the concentration of 1: 100,000, or above this, in 
the maternal or infant’s blood cannot be regarded as devoid of 
risk, because Acton showed that concentrations of 1: 150,000 
quinine produced contractions of the pregnant guinea pig’s uterus, 
and that 1: 44,000 produced a tonic spasm of that organ which, he 
considered, might cause asphyxia from constriction of the placental 
sinuses, and we have proved that 1: 150,000 causes depressant 
effects on the foetal intestinal muscle. 

It is possible from the experimental evidence to deduce the 
following :— 

1. The maternal excretory rate, when quinine is given in 
divided dosage, suggests that the highest concentration in the 
mother’s blood will occur between the sixth and eighth, or, less 
frequently, the twelfth hour after the first administration, so that 
if death of the foetus were to result from uterine spasm, it should 
occur most frequently within this period. 
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2. Quinine is present in foetal tissues during the same period 
in concentrations which may be toxic to cardiac or involuntary 
muscle, and it may be assumed that within this interval lies the 
acme of concentration in the foetal blood and the time of danger to 
the child. 


3. The persistence of quinine in foetal tissues for many hours 
suggests that quinine cannot be excluded as a cause of foetal death 
even twelve hours after its administration. 


ANALYSIS OF CASES. 


TORLAND’S CASE!®, Quinine grs. X once only; the mother, who felt 
strong movements shortly afterwards, developed severe quinism and a 
transient temperature of 104°F.; labour commenced five hours later, when 
foetal heart sounds were inaudible: child delivered with the forceps, its 
head being low down in the pelvic cavity, 13% hours after quinine. Post 
mortem examination showed pre-natal foetal nephritis. 

Comment, Since the mother had an idiosyncrasy the child may have 
been sensitive or it may have succumbed during the extraordinary pyrexia. 
The strong movements might suggest asphyxia from tonic uterine con- 
traction, but with this single dose a concentration in the tissues capable 
of causing this would not likely be reached. This is probably not a death 
due to quinine. 


GELLHORN’S CasE No. I!2. Quinine grs. X at o, 2 and 4 hours; feetal 
heart last heard at 1oth hour. Labour commenced at the 360th hour. 
Post mortem examination negative. 

Comment. As the onset of labour was delayed and the finding at the 


post mortem examination was negative, quinine may have been the cause 
of the death. 


MacSwiney’s Case No. [!°, Quitiine grs. X at o, 1 and 2 hours: 
labour commenced at 3% hours; foetal heart last heard at 1oth hour; 
meinbranes artificially ruptured at 1oth hour and liquor amnii contained 
meconium; delivery with the forceps at 10% hours. No post mortem 
examination held. 

Comment. In this case there was meconium in the liquor amnii which 
may have been due to ‘‘foetal stress’? in the second stage; the child was 
delivered with the forceps half an hour after foetal heart sounds had 
ceased and, in the absence of a post mortem examination, intracranial 
injury cannot be excluded as the cause of death nor quinine held to blame. 


IAVERPOOL No. 6. Quinine grs. X at o, 1 and 2 hours; foetal heart last 
heard at 1oth hour ; labour commenced at 2oth hour; delivery at 394 hours. 
Quinine grs. XXX three days earlier. No post mortem examination. 
Scrotum said to be peeling. 

Comment. There is no explanation for this death other than quinine, 
yet the foetus survived a similar dosage of quinine three days earlier. 


LONDON No. 2. No details of quinine dosage, pituitrin also given. 
Labour commenced at 7th hour; foetal heart last heard at 13% hours 
(% hour after rupture of membranes). Baby born at 15th hour. 
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Comment. Since the foetal heart sounds ceased only half an hour 
after rupture of the membranes and the second stage lasted an hour and 
a half, quinine may have been the cause of the death. 


LivERPoo, No. 8. Quinine grs. X at o, 1 and 3 hours; labour com- 
menced at 5% hours; foetal heart last heard at 15% hours, half an hour 
after rupture of membranes, when meconium was present. Delivery with 
the forceps at 20% hours. Post mortem examination negative; brain not 
examined. 

Comment. This post mature foetus (340 days) was delivered with the 
forceps 434 hours after the foetal heart was last heard. A post mortem 
examination of the brain might have disclosed an intracranial haemorrhage 
because there was excessive moulding. Quinine cannot be excluded as a 
cause of this death. 


LIvERPOOL No. g. Quinine grs. V at 0, 2, 4, 6,8 and 1o hours. Labour 
had begun before quinine administration commenced. Foetal heart last 
heard at 15% hours; delivery at 15% hours. Head grooved; post mortem 
examination disclosed an intracranial haemorrhage. 

Comment. This death is definitely not due to quinine, since fcetal 
heart sounds were heard fifteen minutes before delivery and a post mortem 
examination revealed an intracranial hemorrhage. 


LivERPOOL No. 14. Quinine grs. X at o, 1 and 2 hours. Foetal heart 
last heard 10-17% hours and pulsation feebly present in cord on delivery at 
174 hours. Meconium present in liquor amnii at rupture of membranes. 


Second stage lasted half an hour only. Post mortem examination—brain 
normal. 


Comment. The second stage of labour was very short and the baby, 
which weighed 6 pounds 13 ounces, did not show any intracranial 
hemorrhage. This death may have been due to quinine. 

LIvERPOOL No. 5. Quinine grs. X at 0, 1 and 2 hours; pituitrin also 
given; foetal heart last heard at 16th hour; labour commenced at 228th 
hour. Foetus macerated; no post mortem examination. 


Comment. Foetus survived 16 hours, but as labour did not ensue 
quinine might be held responsible for the death. 


LIVERPOOL No. 3. Quinine grs. X at o, 1 and 2 hours Labour com- 
menced at fourth hour; foetal heart last heard at 16th hour; membranes 
ruptured at 1634 hours; delivery at 18th hour. 


Post mortem examination 
negative. 


Comment. This post mature (295 days) foetus survived 16 hours and 
died probably during the first stage of labour. The post mortem examina- 


tion did not show anything abnormal, hence quinine might have been 
the cause of the death. 


MANCHESTER No. 2. 


Quinine grs. X at 0, 2, 5 and g hours; pituitrin also 
given. 


Labour commenced at 15th hour; foetal heart last heard at 164 
hours ; delivery at 163 hours. No post mortem examination. 


Comment. This death is definitely not due to quinine as it took place 
during the last 15 minutes of a very rapid delivery. 
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Liverroor No. 2. Quinine grs. X at 0, 2, 5 and 9 hours; pituitrin also 
given. Labour commenced at 15th hour. Foetal heart last heard at 19th 
hour. Membranes ruptured at 203 hours; delivery at 213 hours. Post 
mortem examination negative. 

Comment. This death might possibly be due to quinine. This post 
mature foetus (294 days) survived 19 hours but, as death occurred during 
the first stage of labour, there is no other explanation available than that 
quinine was responsible for the death. 


LIVERPOOL No. 11. Quinine grs X at 0, 1 and 2 hours. Labour com- 
menced at zoth hour and foetal heart last heard then. Meconium present in 
liquor amnii at rupture of membranes. Delivery at 26th hour. Post mortem 
examination disclosed an intracranial haemorrhage. 

Comment. This death might be due to quinine, if the death occurred 
at the onset of labour, but it is more likely that it occurred later and 
was due to the intracranial hemorrhage. 


MANCHESTER No. 1. Quinine grs. X at 0, 2, 5 and g hours; pituitrin also 
given. Labour began at 14th hour; foetal heart last heard at 214 hours. 
Delivery at 213 hours. No post mortem examination. 

Comment. This death is definitely not due to quinine, as the child 
survived 214 hours and death occurred just before its birth. 


LIVERPOOL No. 4. Quinine grs. X at 0, 1 and 2 hours. Foetal heart last 
heard at 22nd hour; labour commenced at 38th hour; delivery at goth hour. 
Scrotum peeling. 

Comment. The child survived 22 hours, but as labour did not ensue 
for another 16 hours, quinine may have been responsible for the death. 


BELFAST No. 1. Quinine grs. X at 0, 1 and 2 hours. Labour commenced 
at oth hour; foetal heart last heard at 22% hours; delivery at 2234 hours. 
Quinine 8 days and 6 days earlier. No post mortem examination. 

Comment. This death was definitely not due to quinine. The child 
survived 22s hours and death occurred during the last 15 minutes of 
delivery. 

EDINBURGH No. 1. Quinine grs. X at 0, 3 and 5 hours; pituitrin also 
given. Labour commenced at 22% hours; membranes ruptured at 25% 
hours ; foetal heart last heard at 29% hours; delivery at 32% hours. 

Comment. This death was definitely not due to quinine. The child 
survived 293 hours and died 4 hours after rupture of the membranes and 
in the course of a long second stage of labour. 


LIvERPOOL No. i Quinine grs. X at 0, 2, 5 and g hours; pituitrin also 
given. Labour commenced at 26th hour; foetal heart last heard at 35th 
hour; delivery at 73rd hour. Quinine given five days earlier. No post 
mortem examination. 

Comment. This death was probably not due to quinine. The child 
survived 35 hours and the mother had a course of quinine five days earlier. 
Cumulation of quinine in the tissues after a five days interval is unlikely. 


LIVERPOOL No. 12. Quinine grs. X at o, 3 and 6 hours; pituitrin also 
given. Labour commenced at 54th hour; foetal heart last heard at 77th 
hour; delivery at 77th hour. Post mortem examination disclosed a 
depressed fracture in the right frontal region, 
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Comment. This death was definitely not due to quinine. The child 
survived 77 hours and died just before birth. Cranial injuries were 
present. 


LiverPoo. No. 7. Quinine grs. X at o, 1 and 2 hours; pituitrin also 
given. Labour commenced at 60% hours; foetal heart last heard at 941% 
hours; delivery at 94% hours. The umbilical cord was coiled tightly 
several times round the neck. 

Comment. The death was definitely not due to quinine. The child 
survived 944 hours and died fifteen minutes before delivery. Death was 
probably due to strangulation by the umbilical cord. 


SHEFFIELD No. 1. Quinine grs. V at o, I, 2, 3, 4 and 5 hours. Laboui 
commenced at 13th hour; foetal heart last heard at 95th hour; delivery at 
1044 hours. No post mortem examination. . 

Comment. The death was probably not due to quinine. The child 
survived 95 hours and died during the later stages of a very long labour. 


LIVERPOOL No. 10. Quinine.grs. V at 0, 4%, 1% hours and grs. X at 5 
hours. Labour commenced at g2nd hour; foetal heart last heard 107% 
hours, delivery at 108% hours. Post mortem examination disclosed a very 
severe intracranial hemorrhage. 

Comment. This death was definitely not due to quinine. The child 
survived 1074 hours and the post mortem examination showed severe intra- 
cranial heemorrhage. 


GELLHORN’S CaSE No. II?*. Quinine grs. X at o and % hour. Feetal 
heart last heard at 192nd hour. Quinine given five days and two days 
earlier. 


Comment. This death was definitely not due to quinine. 


EDINBURGH No, 2. Quinine grs. X at 0, 3 and 5 hours; pituitrin also 
given. Labour did not ensue; bougies were inserted at the 300th hour. 
Foetal heart last heard at 288th hour. 


Comment. This death was definitely not due to quinine. 


LONDON No. 1. It is impossible to judge the cause of death in this case 
because of the lack of details. 


MacSwiney’s Case No. II'*. This death was definitely not due to 
quinine. The child died 21 hours after birth. 


SUMMARY OF STILL-BIRTHS. 


The above details show that there are seven cases for which no 
explanation of the death can be given other than that it was due to 
the quinine; namely, Gellhorn 1, Liverpool 6, London 2, Liver- 
pool 14, 5, 3 and 2. There are also five doubtful cases, Liverpool 
S, 11, 4, 1 and Sheffield 1. As the total number of inductions of 
labour by quinine undertaken by Gellhorn is not known we must 
exclude his case in a computation of the frequency of foetal deaths 
due to quinine. 
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Since the beginning of this investigation we have collected the 
records of 805 cases of quinine induction and, accepting six as the 
number of deaths probably attributable to quinine, the percentage 
of death-rate due to quinine is 0.75 per cent. If doubtful cases are 
included we find 11 deaths, or 1.36 per cent. For comparison we 
have analysed the number of foetal deaths from undiscovered 
causes occurring during a series of 2,682 normal labours: these 
amount to 36 in number which represents an undiscovered death- 
rate of 1.34 per cent. There can be no doubt, therefore, that 
although scientific evidence is available that there is a risk involved 
to the child when induction by quinine is employed, this risk, 
from the practical point of view, is so small that a labour induced 
by quinine is at least as safe as an unassisted delivery. 


CONCLUSIONS. 


1. When three doses of quinine (grs. X) are given at hourly 
intervals the peak of urinary excretion and, therefore, probably 
the maximal concentration in the blood of the mother lies usually 
between the sixth and twelfth hour after the first dose: there is 
evidence that wider spacing of the dosage is not advantageous. 


2. Quinine is readily excreted into the placenta (1 : 66,000) and 
liquor amnii (1: 10,000); it has been found in foetal tissues in 
strengths (1 :50,000—1 : 100,000) which are capable of toxic effect 
and after intervals which suggest that maternal reabsorption from 
the foetus is slow and that foetal urinary excretion (1 : 6,000) is 
limited. Cumulation of quinine in foetal tissues can occur. 


3. The presence of meconium in the liquor amnii is more 
frequent after quinine but there is no evidence that quinine is a 
stimulant to foetal intestinal muscle; histological facts suggest 
intrauterine asphyxia as a probable cause. 


4. Quinine induction does not predispose to postnatal jaundice 
or defective growth in the infant. 


5. From experiments with isolated mammalian uteri we have 
found that quinine is less reliable as a stimulant in non-pregnant 
than in pregnant uteri and even in the latter its action is not 
constant. Bourne and Burnt show that its stimulant action 
during human labour is very small and our own clinical details 
show that wide variations in time occur between the administration 
of quinine and the onset of labour. We are of the opinion, from 
clinical evidence, that quinine is not of any value to induce labour 
except in fully mature or post mature cases but that in such cases 
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and when labour has commenced it does accelerate and strengthen 
the uterine contractions, without the risk of causing contraction of 
the cervix. 

6. Although there is experimental evidence to prove that 
quinine may cause intrauterine death of the child, statistics show 
that this risk is not greater than that of still-births from un- 
discovered causes in otherwise normal labours. 

7. Post-mortem examinations on many of the still-born children 
following quinine induction showed intra-cranial injuries. This 
suggests that there was a mechanical difficulty in delivery and 
emphasizes the great care necessary in selecting induction of 
labour as a means of treatment but does not condemn the quinine 
method of induction. 
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The Blood Sedimentation Test. Its Application 
in Gynecology. 
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Assistant Surgeon, Glasgow Royal Maternity and Women’s 
Hospital; Extra-Assistant Surgeon, Gynecological Depart- 
ment, Glasgow Royal Infirmary; Hall Tutorial Fellow in 
Obstetrics, Glasgow University. 


(From the Muirhead Chair of Obstetrics and Gynecology, 
Glasgow University.) 


LABORATORY tests have so increased in number in the past few years, 
that one hesitates to emphasize yet another. Much has been written 
about the blood sedimentation test in America and on the Continent, 
but it has never become popular in this country, in spite of the 
fact that its clinical efficiency is proved by results, and the 
simplicity of the test makes it a useful aid to diagnosis. 

In the very early davs of medicine it was recognized that some- 
times when blood was allowed to stand, it separated into two 
component parts, an upper clear layer and a lower opaque red layer. 
As early as the second century, Galen described the ‘‘Crusta 
Phlogistica’’ and demonstrated these two layers. In later years it 
was well known to the Barber Surgeons that blood let off from cer- 
tain patients settled more quickly than in others, and this, when it 
occurred, was regarded as a matter for self-congratulation, indicat- 
ing that without venesection the patient would certainly have gone 
downhill. Pauum,’* however, many years later, warned against 
repeated venesections in patients whose blood showed a ‘‘Crusta 
Phlogistica,’’ since this might be caused by blood-letting itself. 
(It has been recently shown that increased sedimentation occurs 
in severe anemia). In 1771, Hewson’? studied the phenomenon, 
and John Hunter,’ twenty years later, in his ‘‘Versuche iiber das 
Blut’? (1791), recorded the fact that the speed of sedimentation 
varied in different specimens of blood. He further pointed out 
that the blood from gn inflamed part did not differ in this respect 
from blood drawn from an unaffected part, thereby proving the 
phenomenon to be of general, rather than of local significance. 
In many medical works of the 18th and 19th centuries, other observa- 
tions were made on the “‘Crusta Phlogistica,’’ or the “‘buffy coat,” 
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but the subject was studied in a desultory fashion only, and as 
the humoral doctrines were relegated to the past, the question was 
shelved. In 1918, attention was again focussed on the subject by 
Fahreus,*° who pointed out that if citrated blood from a pregnant 
woman was allowed to stand, the corpuscles: would rapidly settle 
down to the bottom of the tube. Further, he demonstrated that the 
rate of settling increased as the pregnancy advanced, and he 
suggested this as a test for pregnancy. To substantiate this claim 
further, he carried out a large number of experiments, and while 
he failed to prove his point, he contributed much useful information 
to the literature. j 

About 1920,'”»?* numerous papers began to appear on the subject, 
especially in Germany, where Linzenmeier and Westergren* 
inspired respectively a large series of investigations. Later, 
America followed suit, and in recent years almost every American 
journal made some mention of the blood sedimentation reaction. 
It has been used as a test in a great variety of ailments, from bone 
disease to the pyschoses, and numerous papers were published on 
the subject which, while raising many points of interest, perhaps 
tended to obscure the real significance of the reaction. In America 
the test has become as much a part of the routine of the hospital 
ward as a blood count. 

In this country it has not been taken up to any great extent, 
its use being at present confined almost entirely to tuberculosis 
clinics. While it has definite limitations, and while I do not 
support it with quite the enthusiasm of the American workers, there 
is no question as to its value in certain cases. 

The present series of tests was carried out in the gynecological 
wards of the Glasgow Royal Infirmary at Professor Hendry’s 
instigation, and the results of the investigation led to the adoption 
of the test as a routine in these wards. 


Technique. 


Numerous methods and modifications of the test have been 
described, and this has led to much confusion in the comparison 
of results. Linzenmeier'*® places the citrated blood in graduated 
test tubes, and watches the sedimentation of the corpuscles until 
a certain mark in the tube is reached, expressing his result in the 
time taken to reach this mark. Westergren,** on the other hand, 
using longer graduated pipettes, notes the length in a given time 
of the column of serum above the sedimenting corpuscles, express- 
ing his result as a sedimentation rate, as opposed to Linzenmeier’s 
sedimentation time. Other modifications have been described, 
based for the most part on the above techniques, and while each 
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claims some advantage, there is little to choose between them. The 
great drawback of this diversity of methods is the difficulty of 
comparing the results of different workers. Nevertheless the 
principle holds good no matter what be the method employed, and 
once a standard has been arrived at by any method, a broad com- 
parison of results is possible. 

The method I have used is a modification of that described by 
Morriss,”* and is based on the Westergren technique. Its chief 
advantage is the simplicity of the apparatus, which can be collected 
in any laboratory, and the ease with which the test can be carried 
out. The apparatus consists of ordinary serological pipettes of 
I c.c. capacity graduated in hundredths, rubber tubing of a dia- 
meter which will accurately fit the pipettes, screw clips, some test 
tubes, a rack which will hold the pipettes in an upright position, 
an accurately graded 2 c.c. syringe with hypodermic needle, and 
a solution of sodium citrate (3.8 per cent). The pipette is fitted 
for use by rolling on to its upper end a 3 to 4 inch length 
of rubber tubing on which is fixed a screw clip. This simple device 
assures an air-tight closure of the tube, allows of accurate adjust- 
ment of the column of blood in the tube, and prevents the column 
from falling, without employing the special racks devised for this 
purpose. 

The solution of sodium citrate (0.4 c.c.) is drawn up into the 
clean dry syringe, and then with ordinary precautions a cubital vein 
is punctured, and the blood allowed to flow directly into the syringe 
containing the citrate solution. The needle is withdrawn when 
the syringe is filled accurately to the 2 c.c. mark, and the blood 
and citrate solution at once emptied into a clean dry test tube, 
and thoroughly mixed by inverting the tube several times. The 
tube may now be set aside until convenient, though in these tests 
I have never allowed it to stand for more than half-an-hour. The 
contents of the tube are again thoroughly mixed, and the clip 
having been loosened, the blood is drawn into the special pipette 
until the top of the column of blood coincides exactly with the zero 
mark, when the clip is screwed tight. The pipette is then 
allowed to stand vertically at room temperature, and the rate of 
sedimentation noted by reading off at intervals the volume of the 
clear column of serum above the corpuscles. The result is 
expressed in percentage of the total column of blood in a given 
time, and can be read off directly from the graduated pipette. In 
my first three hundred cases, readings were taken at intervals 
of ten minutes for charting purposes, but latterly I have found 
that half-hourly readings are sufficient, the important points for 
comparison being the one hour and two hour readings. 


I 
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Sources of Error. 

Certain sources of error must be avoided.*»** All apparatus 
should be absolutely clean and dry. The pipettes used should be 
of constant bore, otherwise comparion of results in any series is 
not accurate. The syringe should be accurately graduated. It 
must be carefully cleaned, and dried with alcohol between each 
test, and before drawing off the blood, should be rinsed out once 
or twice with citrate solution. The tubes of blood should be kept 
at room témperature, otherwise variations in results may be 
obtained. Lastly, the citrate solution should be renewed every 
few days, as old solutions give unreliable results. 


Causation. 

When the citrated blood from a normal individual is allowed 
to stand the corpuscles separate from the serum very slowly, 
usually taking some hours to show any very definite drop. On 
the other hand, in certain conditions the separation is rapid, so 
much so, that in some cases one can actually see the clumps of 
corpuscles sedimenting, and within an hour separation may be 
complete. The cause of this phenomenon is still not yet clearly 
understood. While rate of sedimentation of particles in a physical 
suspension can be calculated accurately by formula the matter is less 
simple when applied to blood, which is a suspension of corpuscles 
in plasma. Various factors have been considered as important. 
An increased fibrinogen content”' certainly favours more rapid 
sedimentation, as does,an increased globulin content’® **.** of the 
blood. Increased viscosity was at first thought to delay sedi- 
mentation, until it was proved that by favouring the agglutina- 
tion, and hence diminishing the surface tension of the corpuscles, 
it was a factor rather in the production of an increased sedimenta- 
tion.*" Cholesterol is said to hasten sedimentation, and other 
lipoids producing changes in the surface tension of the corpuscles 
have been cited as factors.”’ It has been suggested that the changes 
may be produced by specific ferments similar to those playing a 
part in the Abderhalden reactions. Further, the cell volume of 
the blood, viz. the size and number of the corpuscles, must be 
taken into consideration.*? Hdéber,’® Schwyzer,** Fahraeus and 
others”? investigated the electrical charges of the corpuscles, and 
showed that diminished electrical repulsion leading to agglutina- 
tion of the corpuscles was the most important factor in the 
process. While there are still definite gaps in our knowledge of 
the subject, the situation as understood at present is well sum- 
marized by Wells,** who states that ‘‘increased sedimentation 
depends on an alteration in the chemical and physical properties 
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of the blood whereby agglutination of the corpuscles takes place. 
This agglutination in turn depends on an altered protein content 
of the blood. Red blood corpuscles are negatively’ charged 
particles, and their mutual repulsion will be decreased by 
positively charged proteins in the serum, of which fibrinogen and 
globulin are the most important. Hence, if the proportion of 
fibrinogen and globulin be high as compared ‘with albumin, the 
electro-positive protein in the blood is increased and sedimentation 
is more rapid.” 

It is obvious that numerous factors have to be taken into 
consideration, and that a team of experienced bio-chemists and 
physicists is necessary before this most complicated subject can be 
entirely elucidated. 

Application of the Test. 

As already indicated, the test has been widely applied in 
medicine, surgery and gynecology. It has been extensively used 
in tuberculosis, where it has proved an accurate index of the 
progress of a case; in cardiac disease where it indicates early an 
infective process; in pneumonia, arthritis, appendicitis, and many 
other conditions. It is used chiefly for the early detection of an 
inflammatory lesion, and one enthusiast goes so far as to say 
that the ‘‘test never lies,’’ the interpretation alone being at fault. 
This non-specificity of the test is perhaps its chief disadvantage, 
though it gives rise to less confusion than one might expect. It 
is a delicate reaction, and reveals the activity of a lesion when the 
general disturbance may be slight or absent. It is a more trust- 
worthy indication of the intensity of a pathological process than 
the temperature, pulse rate or leucocyte count. In most of my 
cases the white count was also determined, and while without 
exception a rapid sedimentation was present when the leucocyte 
count was raised, in the greater number of cases the sedimentation 
rate was raised while the white count was normal. In some cases 
the sedimentation rate remained high for weeks after the tempera- 
ture, pulse rate and lucocyte count had reached normal limits. 

In gynzcology, the test has a definite sphere of usefulness. 
The pelvis produces surprises even to the most experienced 
gynecologist, and in the case of doubtful swellings in the pouch 
of Douglas, or in seemingly uncomplicated tumours, an abnormal 
blood sedimentation may be invaluable in helping to clear up the 
diagnosis or in putting the surgeon on his guard for some com- 
plication he has missed clinically. 


I have carried out the test in some 700 cases, of which 533 were 
gynecological. The medical and surgical cases I shall not con- 
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sider further as the numbers in each group are too small to give 
results of any importance. Table 1 shows the types of case 
investigated. In the greater proportion, especially in the infective 
sroup, the test was carried out on repeated occasions so that the 
course of the disease could be determined. 
TABLE I. 
Types of Cases Investigated. 
Controls hai 
Pregnancies: Intrauterine 
Ectopic 
Ovarian cysts 
Fibroids 
Carcinoma “xs 
Inflammatory : Acute 
$5 Quiescent 


Controls. (60 Cases). 

As it was necessary to establish a normal standard, the 
sedimentation rate was tested in 60 healthy individuals. It is 
well known that sedimentation is more rapid in children than in 
adults, and in women than in men so that, as I was working in 
female wards, all my controls were done on adult women, in order 
that my results might be comparable. Chart I (dotted area) shows 
the limits of normality, i.e. from 2 per cent to 7 per cent in 
one hour, and from 6 per cent to 18 per cent in two hours. The 
dotted area includes all the curves of the 60 normal cases. 

Fifty of these cases were tested on the first day of menstruation 
as well as in the inter-menstrual and pre-menstrual period, and 
while in some cases a very slight increase in the sedimentation 
rate was noted, in a large proportion there was no change, and in 
a few the rate was decreased. For all practical purposes, there- 
fore, one may say that menstruation has little effect on the results 
of the test. 


Intrauterine Pregnancy. (113 Cases). 

While as an indication of pregnancy Fahreus’ test has 
definitely failed, the findings during pregnancy are of interest. 
(Chart II). One hundred and thirteen cases were examined at 
various stages of pregnancy. Twenty-five were at the second or 
third month, and of these only one showed an increased sedimenta- 
tion rate. Of the remaining 88 cases in the later months, only 
five showed a sedimentation rate of 20 per cent or under after two 
hours, all the rest being definitely increased. Apparently after 
the formation of the placenta, certain factors, be they changes in 
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the protein content of the blood, the cholesterol content, or the 
circulation of hormones, come into play, which alter the physical 
and chemical properties of the .blood, and thereby increase 
sedimentation. These factors as shown by the chart are more 
evident as pregnancy advances, for, broadly speaking, the sedimen- 
tation rate increases with the age of the pregnancy. This may 
have some bearing on the question of the toxzemias of pregnancy, 
though I have not found the sedimentation rate to be more rapid 
in cases of albuminuria than in normal cases at the same stage of 
pregnancy. I have only had one case of eclampsia, and in that 
patient there was no undue increase in the rate, although in 
eclampsia the globulin and fibrinogen content of the blood is said 
to be raised. The one very rapid sedimentation rate in this group 
was in a case of severe pyelitis at the seventh month, with a swing- 
ing temperature, in which an inflammatory condition was super- 
imposed on the pregnancy. 

The results, therefore, agree with those of other workers who 
find no increase in sedimentation in the early months, but a 
definite change as the pregnancy continues. 


Extrauterine Pregnancy. (34 Cases). 

Thirty-four cases of extrauterine pregnancy occurred in the 
series. From the aforementioned results, one would expect that, 
these being cases of early pregnancy, the results would be similar 
to those in the early months, viz., near normal values. Twenty-four 
cases, or 70.6 per cent, showed only a slightly increased sedimenta- 
tion rate, and it was hoped that here was a help in the diagnosis 
between an inflammatory swelling and an ectopic pregnancy, in 
certain difficult cases. The test is undoubtedly of value in coming 
to a conclusion, but it is not infallible. It is well known that an 
inflammatory process is often concurrent with the pregnancy and 
further, a large amount of blood clot in the peritoneal cavity 
seems to increase the sedimentation.** Of the 34 cases, 10, or 29.4 
per cent, showed an increased rate (Chart II1). Of these, two cases 
(B and C) showed the sac to be definitely, infected (confirmed 
microscopically), two cases (A and D) had an old-standing pelvic 
hematoceele with adhesions and considerable irritation of the 
peritoneum, and one case (E) had a pelvic peritonitis at operation, 
and her convalescence ran a most disturbed course for some days, 
until she discharged pus freely per vaginam, after which she slowly 
improved. Five cases, or 14.7 per cent (indicated collectively by 
the dotted line), could not be explained satisfactorily. These all 
had moderately increased sedimentation rates, and the findings 
in no way tallied with the résults. Their convalescence ran a 
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straightforward course. There is one point which may be worth 
noticing in the curves of these cases, viz. that with one exception 
the rate up to one hour is not much increased, but that sedimentation 
occurs fairly rapidly between the one and two hour readings. This 
contrasts with the usual inflammatory curve which has a rapid 
initial rise with little change during the second hour (Charts IV 
and V). 

While the last five cases mentioned rather shook our faith 
in the efficacy of the test as an aid in differential diagnosis, on the 
whole, taken with a careful history and accurate clinical observa- 
tions, it is well worth considering, and if the sedimentation rate 
is rapid, at least a temporary delay in operation is advisable. 

In this connexion I should like to cite one case. Mrs. B., 
aet. 31, was admitted with a history suggesting an ectopic 
pregnancy. On palpation a tender unilateral swelling was found. 
Her general condition was good, and the temperature and pulse 
were normal. Her leucocyte count was 10,000 per cubic millimetre 
with a predominance of polymorphonuclear cells; the sedimenta- 
tion rate was 45 per cent in one hour, 62 per cent in two hours. 
Despite this definite increase, the abdomen was opened, and free 
blood in the pelvis seemed to confirm the diagnosis of ectopic 
pregnancy. The left Fallopian tube was found to be distended 
with blood, and the diagnosis seemed still more certain. On 
microscopical examination, however, evidence of pregnancy could 
not be found. The tube wall showed chronic inflammatory 
changes, with a super-imposed acute lesion which had caused 
marked congestion of all the vessels, and which was presumably 
responsible for the heematosalpinx. The increase in the sedimenta- 
tion rate was justified. 


Inflammatory Lesions. (220 Cases). 

It is in this group that the blood sedimentation rate proves to 
be of greatest value. With few exceptions, gynecologists are 
agreed that a pelvic inflammatory lesion is best treated conserva- 
tively in its acute and subacute stages, and that operative 
interference, if necessary, should only be carried out when the 
lesion is quiescent. When is this quiescent stage reached? The 
temperature usually settles within the course of a few days, the 
pulse rate comes down, the leucocyte count is normal, yet operative 
treatment may not be safe. Some surgeons state that laparotomy 
may be considered ten days after the temperature has settled, but 
there are many cases which still run a subacute course after the 
general disturbance has ceased. Blair Bell pointed out that at 
this stage a vigorous bimanual examination may cause a rise of 
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temperature and pulse rate with a general feeling of malaise, and 
suggested that this method be used as a test of activity or chronicity. 
But when is one to know that the surgical trauma of tissues may 
not light up to vigorous activity an infection seemingly quiescent 
to bimanual examination? Here the blood sedimentation shows 
itself to be a most delicate indication of the activity of the lesion. 
Long after all symptoms, general or local, have disappeared, it 
may still indicate that the safety point has not yet been reached. 
As resolution proceeds, as the pelvic swelling diminishes, and the 
uterus gradually regains its mobility, the sedimentation curves 
steadily fall, till they may reach almost normal limits. It is 
interesting to note, however, that when a pus sac of any size exists, 
the sedimentation rate does not reach normal, though it may fall 
from a very rapid to only a moderately increased rate. : 

Three typical cases may be quoted, and these could be multi- 
plied indefinitely from the series. Case 1 (chart IV) had a bilateral 
pyosalpinx. She was admitted in the acute stage, gradually 
responded to treatment, and, showing a fall of the sedimentation 
curves, was operated on successfully after six weeks in the wards. 
Case 2 (Chart V), a bilateral salpingo-odphoritis, was likewise 
treated conservatively. The sedimentation curves steadily fell, and 
her symptoms having long since disappeared, a radical operation 
was performed four weeks after admission. Case 3 (Chart VI) was 
of a less satisfactory type. Admitted with a frequent pulse rate, 
a raised temperature, and signs of toxzemia, her symptoms rapidly 
disappeared with treatment. Her sedimentation rate, however, did 
not fall, aad) every now and then, often after a pelvic examination, 
she would show a slight general disturbance, and a slight rise ot 
temperature. Finally, after nearly two months in the wards, she 
was dismissed in moderately good health, although she still had 
a large ill-defined pelvic swelling, and a rapid sedimentation. She 
was kept under observation, and two months later her pelvic 
organs were found to be in a much more satisfactory condition, 
and the sedimentation rate was definitely reduced. Operation was 
not necessary. 

Considering the whole group, there were 220 cases of pelvic 
inflammation. Fifty-eight had a normal sedimentation rate on 
admission: of these 23 were mild cases of pelvic inflammatory 
mischief which required merely local medication or some minor 
manipulation, As was to be expected, these cases gave no 
trouble. The one exception was a patient who had a curettage 
performed for irregular hemorrhage; five days after operation 
she developed a pelvic cellulitis, in spite of the fact that the sedi- 
mentation rate was normal before operation. 
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The remaining 35 quiescent cases were submitted to laparotomy. 
Among these 19 had conservative operations, in which the uterus, 
with the whole or part of the adnexa, was retained. In the remain- 
ing cases, the pelvic organs were removed by total or sub-total 
hysterectomy. Only one of this group had any post-operative 
complication, this being merely a mild sepsis of the wound. 


TABLE II. 


Analysis of Chronic inflammatory Cases. 
Sedimentation rate Normal. 


Result | Result 
Treatment No. of Cases Satisfactory Unsatisfactory 





Medical or Minor Surgical 23 22 I 


Major Surgical 
Conservative 19 19 
Radical 16 15 





Total 58 56 





Coming to the more interesting group of acute and subacute 
lesions, 162 cases were investigated. Table II] indicates the 
sedimentation rate, which I have divided into ‘‘normal’’ (below 
15 per cent), ‘‘increased’’ (15 per cent to 30 per cent), ‘‘rapid”’ 
(30 to 45 per cent), and ‘‘very rapid”’ (over 45 per cent), taking the 
reading after one hour as the standard. 


TABLE III. 


Analysis of Acute Inflammatory Cases. 


1 A adpalaatabaaat | Normal | Increased Rapid | V. Rapid | Total 
Treatment. below 15% | 15% - 30% | 30% - 45% | over 45% | Total. 





Conservative... ...| 21 41 26 | 88 


Opera- Ft 4 died 
tion 
after 

Conser- 

vative. ; ae. alas 

operation | 











Operation only 











x indicates patients who had a disturbed convalescence. 
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Eighty-eight cases were treated purely conservatively, 67 of 
which had a ‘‘rapid’’ or ‘‘very rapid’’ sedimentation. There were 
20 cases of pelvic cellulitis, of which 17 came in the ‘“‘very rapid’’ 
group. The results in these 88 cases justified the adoption oi 
conservative methods. In 61 cases, the sedimentation rate settled 
down steadily as in the cases above quoted, and the symptoms 
completely subsided. Five cases required colpotomy for the 
evacuation of pus, and improved. thereafter. Sixteen cases 
improved as regards symptoms, but the sedimentation rate did 
not settle to any great extent, (Chart V1), though when some of 
these cases were seen later, the rate was found to be nearing normal 
limits. Four cases were dismissed improved, but returned later 
with a recurrence of symptoms, and the,sedimentation rate being 
suitable, underwent operation. ,Two cases did not improve, and 
left the wards against advice. : 

Considering next the more important group requiring operation, 
those treated conservatively before laparotomy numbered 57. 
Treatment consisted in rest, efficient elimination, hot douching, 
and radiant heat, and its duration varied from ten days to six 
weeks. The sedimentation rate before treatment is shown in the 
Table, viz. 11 cases below 30 per cent in one hour, 30 below 45 per 
cent, and 16 over 45 per cent. After treatment there were no cases 
with a sedimentation rate of over 45 per cent, and all the rates had 
improved. A disturbed convalescence is indicated by a cross (x). 
One patient had a swinging temperature for several days and was 
only relieved when a profuse purulent discharge appeared per 
vaginam. <A second showed signs of pelvic peritonitis, and gave 
anxiety for some days. These two occurred in the ‘‘rapid’’ group. 
A third case with a sedimentation rate of under 30 per cent at 
operation developed a mild sepsis of the abdominal wound. There 
was one death, and as this is the only death in the series, it is 
unfortunate for statistical purposes that it should have occurred 
in the quiescent group with a normal sedimentation, The patient 
died four days after operation, and post-mortem examination 
revealed a mild pelvic peritonitis. 

In this group then, consisting of 57 patients, four, or 7 per cent, 
had some post-operative disturbance. 

The results in the next group are striking. Of 17 cases operated 
on with an “‘increased’’ or ‘‘rapid’’ sedimentation, and without 
previous conservative treatment, nine, or 52.7 per cent, gave trouble 
after operation, and only eight, or 47 per cent, had a straight- 
forward convalescence. Of the nine cases, one developed a septi- 
czemia and was in hospital for four months; one had gross sepsis 
of the abdominal wall; one developed phlegmasia ten days after 
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operation ; one required a colpotomy to evacuate pus which formed 
post-operatively, and the remainder had a definitely disturbed and 
prolonged convalescence. 

Taking the results together, of the 13 patients operated on 
with a sedimentation rate of over 30 per cent, nine, or 69.2 per 
cent, gave trouble after operation, whereas, in the large group of 
61 cases operated on with a sedimentation rate of under 30 per cent, 
only four, or 6.5 per cent, caused any anxiety. Surely this is 
strong indication that in hospital wards in particular, where one 
sees so much of this type of case, the result of the blood sedimenta- 
tion test should be given serious consideration, and when contra- 
indicated, an abdomen only opened after the pros and cons of the 
situation have been carefully weighed. 

A case in point, not included in this series, occurred recently in 
the wards. An unmarried girl of 24 was admitted with dysmenor- 
rhoea as her only symptom. There was no pre-menstrual pain. On 
examination, she was found to have a large firm swelling extend- 
ing from the pelvis above the symphysis pubis on the left side. 
It was inseparable from the uterus, and it was not ‘tender to 
palpation. No abnormality was detected on the right side, but 
the left ovary could not be felt apart from the tumour. Her general 
condition was satisfactory, though she had an old valvular lesion 
of the heart. The sedimentation test was not carried out. With 
a tentative diagnosis of uterine or ovarian neoplasm, the abdomen 
was opened under spinal anzsthesia. The tumour was found to 
be a large pyosalpinx, and a mild salpingo-odphoritis was present 
on the right side. The congested appearance of the pelvic organs 
suggested that the lesion was subacute. Total hysterectomy 
with blateral salpingo-odphorectomy was performed, and the 
peritoneal cavity drained vaginally and abdominally. The 
patient was critically ill for ten days, and a foul purulent 
discharge from abdomen and vagina necessitated her isolation. 
Had the sedimentation test been known beforehand, in all proba- 
bility the inflammatory condition would have been suspected, the 
operation postponed, and her convalescence, therefore, would have 
been more satisfactory. 


Ovarian Cysts. (43 Cases). 

Forty-three cases of ovarian cysts were investigated including 
three cases of simple fibroma, which I have classified in this 
group. Thirty-eight of these, of which eight were cases of 
torsion of the pedicle, had a sedimentation rate within normal 
limits, viz. 8 per cent to 19 per cent in two hours. (Chart I). 
Four cases had an increased rate, and are worthy of consideration, 
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Of these, one (Case A) was found to have an infected adherent 
friable cyst. A second (Case B) had a large abdominal swelling 
very tender to palpation—the sedimentation rate was so rapid (59 
per cent in two hours) that operation was delayed. With con- 
servative treatment the rate showed a steady decrease week by 
week, but the abdominal swelling, while it lost its tenderness, did 
not decrease in size. After six weeks, when the sedimentation 
rate had dropped to 26 per cent in two hours, the abdomen was 
opened. An ovarian cyst was found on each side, the left having 
become infected and converted into a pus sac. The abscess 
ruptured during the course of the operation, but convalescence was 
quite undisturbed. 


The third case (C) was found to have free hemorrhagic fluid 
in the peritoneal cavity, foul-smelling and obviously infected with 
coliform organisms. The ovarian cyst had ruptured, only a little 
fluid remaining within its cavity. Its wall was necrotic, and the 
peritoneum and cyst wall were acutely infected. 


The fourth case (D) was a fibroma of the ovary. The patient 
was admitted with a history suggesting torsion of the pedicle. The 
temperature was normal, but the pulse rate was high and the patient 
very ill. The abdominal tumour certainly needed attention, but 
there was consolidation at the bases of both lungs, and operation 
was delayed. The sedimentation rate was very rapid. The patient 
died on the following day, and post-mortem examination con- 
firmed the presence of a twisted fibroma. The cause of death, 
however, was a bilateral lobar pneumonia, which was in the stage 
of grey hepatization. 

The findings in these four cases certainly justified a rapid 
sedimentation rate. Of the 43 ovarian cysts, one only, (x) shown 
by the dotted line (Chart I) caused an increased sedimentation rate 
for no obvious reason. 


Therefore, if a case of ovarian cyst be found to have a rapid 
sedimentation rate, some inflammatory complication, local or 
general, should be suspected. 


Fibroids. (52 Cases). 

Fifty-two cases of fibroids were examined, and the results are 
comparable with the findings in the ovarian cyst group. As one 
would expect, a straightforward fibroid is not likely to give 
rise to an increased sedimentation rate, but as these tumours may 
predispose to an adnexal infection, one may suspect such a com- 
plication if the sedimentation rate is raised. Occasionally 
degeneration in the tumour also causes an increased rate. Of the 
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52 cases, nine showed an increased sedimentation, and of these 
eight had a concomitant inflammatory lesion in an active state. 
The remaining case with an increased rate showed a large fibroid 
which had undergone advanced necrosis. 


One of the above cases may be mentioned. Mrs. B. was 
admitted with a diagnosis of multiple fibromyomata. Her tem- 
perature was slightly raised on the day of admission, but fell the 
following day. Her sedimentation rate two days later was found 
to be very rapid, 51 per cent in one hour, 59 per cent in two hours, 
but the leucocyte count was only 8,400. As the diagnosis of 
fibromyomata was obvious, and the pain she complained of seemed 
to be due to pressure of a large posterior fibroid in the pelvis, 
operation was decided upon. The diagnosis of fibromyomata was 
certainly correct, but in addition a subacute pelvic peritonitis was 
present, with a bilateral pyosalpinx. The presence of infection 
rendered the operation, a supravaginal hysterectomy with bilateral 
salpingo-odphorectomy, an extremely troublesome one owing to 
the increased vascularity. The patient’s convalescence was very 
stormy; in spite of drainage she developed gross sepsis of the 
abdominal wound, and later a white leg on the left side. Had 
operation been delayed until the sedimentation rate had dimin- 
ished, this tedious convalescence might have been avoided. 


Carcinoma of Cervix. (31 Cases). 


While the sedimentation rate in these cases is of interest, ‘t 
does not appear to me to be of any great practical value. I cannot 
agree with several of the German workers® '° who state that with 
a careful technique the cases may be accurately classified, and the 
prognosis based on the result of the test. The sources of error for 
so fine a differentiation seem too numerous, and the personal 
equation of the worker too obvious to set so much store by the 
result. Further, in cases of cancer, other factors which may 
influence the sedimentation rate play a part. The growth is 
frequently infected, particularly in surface growths and there is 


often a profound anzmia which will certainly disturb the result of 
the test. 


Of 31 cases examined, only one, an early case of squamous 
carcinoma of the cervix, showed a normal sedimentation rate. 
The remainder were mostly border-line cases, and showed an 
increased sedimentation rate broadly proportionate to the degree 
of involvement. How much of this increase can be attributed to 
secondary pyogenic infection is difficult to ascertain, because 
almost all the cases were cervical, and, therefore, almost all 
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infected. The results were of no value as regards prognosis or 
treatment. 


Such then is a summary of my findings. Like most other 
laboratory aids to diagnosis the blood sedimentation test will never 
supplant clinical judgment, but considered with a careful physical 
examination and an accurate history, it will lead to a finer diagnosis. 
In estimating the result of treatment, it is of undoubted value when 
carried out repeatedly on the same patient. In hospital gynzco- 
logical wards at least, the test should become a routine before 
abdominal operation, for in many cases it puts one on the alert 
for something unexpected) and may save the patient a difficult 
and tedious convalescence, or even an unnecessary operation, 


I should here like to express my thanks to Professor Hendry 
for his advice and criticism; and for permission to carry out this 
investigation in his wards. 
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Urinary Fistule in Women. 


By N. Manrouz Bey, M.Ch. 


Professor of Obstetrics and Gynecology, Faculty of Medicine, 
Cairo. Gynecological Surgeon to Kasr El-Aini Hospital, 
and to the Coptic and Lord Kilchener Memorial Hospitals. 


Historical Note. The systematic and successful treatment of urin- 
ary fistulze dates from the middle of the nineteenth century. Up to 
that time the condition was considered inoperable. Sir J. Y. 
Simpson, in his clinical lectures, printed in 1872, spoke of it as 
‘“‘the most depressing, deplorable of all the infirmities to which 
woman is liable, a condition looked upon as beyond all relief and 
all hope.’’? 

It is, I believe, interesting to record the efforts of our prede- 
cessors who with infinite, never flagging patience, overcame, step 
by step, these apparently insuperable difficulties. 

The history of urinary fistula can be divided into four periods. 

1. The ancient period. ‘The relation between incontinence of 
urine and the presence of a fistula passed unnoticed by ancient 
medical writers. That the condition existed in those times is proved 
by the discovery of Professor Derry in the mummy of Queen 
Henhenit, one of the wives of Mentuhotep, who reigned about 
2050 B.C., of a large vesico-vaginal fistula. He describes the 
pelvis of the queen as being contracted (dolicopellic) and believes 
her death, which occurred at the early age of 21, to be due in all 
probability, to the effects of childbirth. 

In the Ebers papyrus several prescriptions are given for the 
cure of incontinence of urine in women. 


2. The period of discovery of the relation between incontinence 
and urinary fistule. Avicenna, the renowned Arabo-Persian 
physician, who died in 1037 A.D. was, I believe, the first to recog- 
nize that incontinence of urine in women may be due to urinary 
fistulae produced by difficult labour. In his book ‘‘Al Kanoun,”’ 
in the chapter on preventives of pregnancy, he gives the following 
quotation: ‘‘In cases in which women are married too young, and 
in patients who have weak bladders, the physician should instruct 
the patients in the ways of prevention of pregnancy. In these 
patients the bulk of foetus may cause a tear in the bladder which 
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results in incontinence of urine. The condition is incurable and 
remains so till death.’’? 

It is remarkable that no other reference to this distressing 
condition was made until the end of the sixteenth century and the be- 
ginning of the seventeenth century, when several clear descriptions 
appeared simultaneously, by Louiz de Mercado, Felix Plater, and 
Severin Pineau. 

The description of Plater (1597) runs as follows: ‘‘As a 
sequence of a difficult first labour, a young country girl had the 
opening of the bladder rent to such a degree that there was a long 
gaping furrow in its place, and the open bladder could be seen. | 
have twice inspected it myself, and discovered that it was so by 
using a probe. On account of this injury, there is a constant in- 
voluntary discharge of urine, and the surrounding parts became 
excoriated and inflamed.’’* 

The 3rd period—The period of despair. This period is 
characterized by brave, ingenious but unsuccessful attempts at the 
cure of urinary fistula by operation. It begins with Roonhuyse 
who, in 1672, proposed and attempted to cure a urinary fistula by 
operation. He was followed by Fatio* (1675-84), who carried this 
proposal a step further by placing his patients in the lithotomy 
position and exposing the fistula with a speculum; he then re- 


freshed the edges with a delicate pair of scissors, and brought 
them together by passing a sharpened quill through them and 


winding a thread over the ends of the quill to keep it from 
coming out. 


For one hundred years more the cure of urinary fistulae was the 
despair of surgeons. In 1845 Johan Frederick Dieffenbach, a 
great master of plastic surgery, wrote in his book on ‘‘Operative 
Surgery’’ the following pessimistic passage : ‘‘The cure of a vesico- 
vaginal fistula forms one of the most important obligations of the 
surgeon. For hundreds of years men have been searching out 
new methods as, one by one, the older methods proved themselves 
useless and it is with shame that we must still acknowledge that in 
this field we have made but little progress, for the lucky cure of a 


vesico-vaginal fistula must always be reckoned among 


rare 
occurrences.’’® 


A few successful cases were, however, reported by Jobert de 
Lamelle, who in 1836 advised, in cases in which the vagina is 
narrowed by cicatrices, and the urinary fistula rendered immobile 
by dense sclerotic cicatrical tissue, to mobilize the fistula by 
making incisions in the lateral vaginal walls, and if necessary by 
incising the vault of the vagina and widely separating the bladder 
from the cervix, He called this procedure ‘‘Operation par 
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glissement.’’® Mettauer,’ Hayward,* and Pancoast® in America 
and Maisonneuve’® in France also reported successful cases be- 
tween 1787 and 1848. 

The 4th period or the period of victory. Shortly after Dieffen- 
bach’s pessimistic declaration, a trio of surgeons, Sims'' and 
Emmett’? in America (1852) and Simon’® in Germany (1854) 
revolutionized the whole treatment of urinary fistulz and placed it 
on a really sound basis. Their combined efforts mark the era of 
victory which wiped out the insult of the ages. In 1861 Maurice 
Colles of Dublin practised closing urinary fistulze by splitting the 
vesico-vaginal septum into two layers and stitching each layer 
independently." 

In spite of the great advancements already made and ‘the 
successes achieved, a great percentage of cases remained incurable. 
For these cases Simon in 1855 advised closing the vagina (Colpo- 
cleisis), Thirty years later Herbert Milton’? of Kasr-El-Aini 
advised an alternative method by replacing the lost base of the 
bladder by transplanting skin flaps taken from the labia. 

In 1890 Trendelenburg’® made a radical departure from all the 
foregoing by opening the bladder suprapubically, freeing the 
bladder wall all round the fistula and closing the defect with cat- 
gut. Three years later Von Dittel’’ opened the peritoneal cavity, 
detached the bladder from the uterus and closed the fistula by 
catgut. 

The year 1894 marks a great era in the history of urinary 
fistule. Mackenrodt'® developed the operation outlined by 
Sanger,’* practising wide separation of the bladder from the 
vaginal walls on all sides of the fistula and suturing each layer 
independently. All later techniques are mere modifications of 
Mackenrodt’s operation, adopted to suit the different types of 
fistulze met with. 

Aetiology. With the exception of a few cases, less than 1 per 
cent, in which a urinary fistula may be caused by a trauma pro- 
duced in the defloration of newly married girls with vaginal 
atresia, and of another 2 per cent in which a fistula may be the 
result of malignant ulceration or Bilharzial infection, the over- 
whelming majority (97 per cent) are due to pressure necrosis 
caused by impaction of the presenting part in cases of difficult 
labour. The soft maternal tissues squeezed between the presenting 
part and the symphysis pubis undergo a pressure ischemia, which 
leads to sloughing and separation of the slough in the same 
manner as happens in a bed-sore. It is not the magnitude of the 
pressure, but the length of impaction without intermission, which 
determines the necrosis of tissue. Such compression takes place 
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when the membranes have ruptured, and on account of dispropor- 
tion or malposition, the presenting part gets tightly impacted in 
the pelvis. The uterus in these cases usually passes into a state 
of tonic contraction which prevents any remission in the pressure 
exerted on the soft parts. 

The situation of the fistula depends greatly on the amount of 
taking up of the cervix and dilatation of the external os, as well as 
on the plane at which the presenting part is impacted at the time 
when compression becomes continuous. If pressure becomes con- 
tinuous before the cervix is pulled over the head, and before the 
bladder is pulled out of the pelvis, the ureters, cervix and vault 
may be involved in the slough. 

When impaction occurs after full dilatation of the cervix and 
at a low level in the pelvis, the resulting fistula will be vesico or 
urethro-vaginal. 

That special category of urinary fistula which result from 
surgical operations or from radium ulcerations, has not been met 
with in Egypt hitherto. 

Pathology. The size of a urinary fistula varies from a tiny 
hole that would not admit a bristle to a great big gap caused by 
total destruction of the base of the bladder and the vesico-vaginal 
septum. In some of the large fistula the mucous membrane of 
the opposite vesical wall bulges through the fistula, forming an 
cedematous rugose swelling, deep red in colour, and encrusted 
with phosphates. 

In cases due to general contraction of the pelvis the tight impac- 
tion of the head may cause annular sloughing of the cervix and 
vault of vagina. The resulting destruction will be such, that no 
trace of the cervix is found. The ureters may be seen opening 
directly in the vagina or near the edges of the fistula. 

In urinary fistula due to conical pelvis or to contracted outlet, 
the entire urethra may, in some cases, slough; in others the neck of 
the bladder may be replaced by scar tissue and the internal orifice 
of the urethra may be blocked. The entire vagina may slough 
away leaving a mass of scar tissue pervaded by fistulous tracks. 

Situation. In a series of three hundred cases upon which | 
have operated 

248 were vesico-vaginal 
22 vesico-cervico-vaginal 
uretero-cervical 
uretero-vaginal 
vesico-cervical 
vesico-urethro-vaginal 
urethro-vaginal 


onn W wu 





570 Journal of Obstetrics and Gynecology 


Uretero-vaginal fistulae are the rarest and are usually the remains 
of large vesico-uretero-vaginal fistulae in which the rent in the 
bladder healed spontaneously but the constant dribbling from the 
ureter prevented the fistula from healing. These fistula are al- 
ways surrounded by dense scar tissue and are difficult to discover. 
Uretero-cervical fistula are also rare and are met with only in 
cases of extensive destruction of the vault ; but I have met with two 
cases in which the cervix and vagina were normal in appearance. 
The fistula were at the level of the internal os. 

Symptoms. In fistulz due to sloughing after difficult labour, 
incontinence of urine appears only when the slough has at some 
part separated; this usually happens after three to seven days, 
sometimes much later, This is preceded by signs of cystitis, 
difficulty of urination and the appearance of blood and ropy 
mucus in the urine, as well as of general febrile symptoms, If 
the fistula is produced by tearing or perforation by instruments 
during delivery, or if it is produced by accidental opening of the 
bladder when a passage is being made in newly married girls with 
vaginal atresia, incontinence appears soon after the accident. 

In uretero-vaginal and uretero-cervical fistula the urine from 
the uninvolved ureter collects in the bladder and is voided volun- 
tarily. In urethral fistulae incontinence occurs only during micturi- 
tion, when a part of the urine passes through the fistulous opening. 
The constant involuntary dribbling of the urine soaks and irritates 
the vagina, vulva, and perineum, leading to inflammation, excoria- 
tion, and the deposit of earthly salts. The vulval hairs are 
incrusted with calcareous deposits. The parts become exquisitely 
tender. 

The effect of urinary fistula on the general health and morale 
of the patient is often very marked. The constant urinous smell 
emanating from the patient makes her offensive to herself and 
others and she leads an almost solitary existence. Indigestion, 
depression, and cachexia make the patient’s life a real burden. 

Diagnosis. Incontinence of urine in women is almost always 
due to a fistula. It may, however, be caused by paralysis of the 
sphincter of the urethra, or be due to advanced Bilharziosis or to 
tumours of the bladder. Incontinence accompanying strain may 
be due to cystocoele. When due to vesico-vaginal fistula the 
lesion can be easily diagnosed by vaginal examination. A sound 
in the bladder can be passed through the fistula to meet the finger 
in the vagina. If the posterior vaginal wall be depressed by a 
Sims’ speculum the fistula can be easily seen. In cervical fistulz 
the urine will be seen dribbling from the cervix. Some fistulze 
may be so small, or may lie so concealed in scar tissue, that one 
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needs to fill the bladder with aniline solution before its position is 
discovered. In difficult ureteral cases the cystoscope may help. 
The flow of urine from one or other ureter is seen to be partially or 
wholly stopped. If the ureters are catheterized obstruction will be 
felt at the affected side. 

In making a diagnosis the following points should be made 
OUE == 

1. The situation, size, form, and variety of the fistula. 

2. The scarring of the vagina and its effect on the mobility of 
the fistula. 

3. The attachment of the fistula to the pelvic walls. 

4. The condition of the urethral sphincter, and the permea- 
bility of the internal orifice of the urethra. 

5. The location of the ureteral orifices, and their relation to the 
edges of the fistula, if the rent is a large one. 

6. The presence of complications such as recto-vaginal fistula, 
inflammatory lesions of the pelvis, vagina, vulva or peritoneum. 

7. If more than one fistula is present. 

Treatment. The only available treatment is by a surgical 
operation. The condition of most patients when they apply for 
treatment is such that unless careful preliminary treatment is 
undertaken success cannot be entertained. Vulvitis and vaginitis 
can be cured by frequent douching with a mild antiseptic followed 
by smearing the parts with a dense layer of zinc oxide paraffin, to 
prevent further contact with the irritating urine constantly dribb- 
ling from the vagina. Inflammatory lesions of the pelvic organs 
should be carefully attended to. The condition of the bladder and 
the kidneys should receive particular attention. If a recto-vaginal 
fistula is present it ought to be cured before operating on the 
urinary fistula or at least closed at the same sitting. A neglect of 
these details was the cause of failure in some of our early cases. 


Choice of Cases. All patients who apply for treatment should 
be operated upon. I only reject those cases in which the urethra 
and sphincter are totally destroyed and cases in which the amount 
of bladder wall left is not sufficient to form a sufficient bladder. 
In these cases the operation is doomed to failure. The urine leaks 
involuntarily from the urethra in the first case and is voided ex- 
tremely frequently in the second. From the point of view of the 
patients there is no gain from the operation though it may be 
technically successful. , 


The operation. The best time to operate is two months after 
the labour that caused the fistula, if the local condition is quite 
favourable. Time is thereby given for spontaneous healing which 
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sometimes occurs. We have observed several cases in which a 
hole, big enough to admit a finger, healed spontaneously in less 
than six weeks; but once the granulation tissue between the 
mucous membrane of the vagina and bladder is cicatrized and the 
two are united together, all hope of spontaneous healing it lost. 
If the cases are left too long the operation becomes more difficult 
as the tissues are more fixed and less vascular, which are dis- 
advantages for all plastic cperations. 

Success of the operation depends on careful attention to the 
following details :— 

1. Good exposure and good lighting. 

2. Easy accessibility. This is the only way of securing good 
denudation and careful approximation of the bladder walls. It 
can be achieved by thorough depression of the posterior vaginal 
wall. The relaxation of tissues caused by stovaine anesthesia 
helps greatly in these cases. Tenacula or sutures applied to the 
edges of the fistula or to the cervix help in lowering the zone of 
of the fistula. In many cases this is impossible owing to fixity 
of the fistula by contraction of parametric tissues and pelvic 
peritoneal adhesions or by adhesion of the fistula to the pelvic 
wall. It is in these cases that the dexterity and ingenuity of 
the surgeon are tested and taxed to the utmost. If the fistula 
does not come down to him he ought to go up to it. This can only 
be achieved by constant practice in accustoming himself to work 
on fistulz of the vault without undue traction. 

Accessibility in very difficult cases may be achieved by making 
Schuchardt deep paravaginal incisions. I have never used 
Schuchardt’s incision myself, nor do I recommend it. 


3. With the patient in the elevated dorsal position and after 
good exposure of the fistula, a sound is passed into the bladder to 
make sure of the permeability of the urethra. It is then passed past 
the fistula, and by pressure applied with it to the vaginal walls 
beyond the fistula, the posterior edge of the latter becomes more 
accessible. A bullet forceps may also be applied to the cervix or 
to the lower edge of the fistula and another to the vagina at the 
level of the urethra. An incision is made in the middle line across 
the fistula and down to the bladder. The bladder should now be 
dissected on all sides. The denudation should be wide enough to 
allow snug adaptation of the bladder wall without undue tension 
on the sutures. The bladder walls are then united by chromic 
catgut sutures. Particular attention must be paid to the sides of 
fistula which should be properly inverted. Accurate approximation 
with inversion can only be accomplished if the sutures are applied 
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a few millimetres from the edges. One should use small round 
needles and should avoid perforating the mucous membrane of the 
bladder. Sutures should not be applied to thinned out and un- 
healthy tissue. This should be carefully removed. The sutures 
should be tied just sufficiently tightly to insure cosy adaptation. 
If they are tied too tightly or under tension, the strangulated 
tissues break down. 

The permeability of the bladde: should be now tested. If there 
is no leak the vaginal walls should be united with silkworm gut. 
The needle pierces the mucous membrane about three millimetres 
from the margin and is passed up to, but should not include, the 
bladder wall. The needle should now re-enter the opposite site 
and emerge on the mucous membrane at a point 3 millimetres from 
the edge. A catheter is tied in the bladder and permeability is 
again tested to make sure that the catheter is draining properly. 
The catheter is removed when blocked. If blocking occurs before 
the eighth day it should be replaced by another. The sutures are 
removed on the 14th day. The patient is given urotropine, buchu, 
and hyoscyamus to keep the urine sweet. 


I shall now describe two methods that I resorted to in particu- 
lar cases. In four of my cases the entire neck of the bladder had 
sloughed away leaving the remaining portion of the bladder 
opening in the vagina. In these cases | made an extensive dis- 
section of the bladder on all sides sufficient to mobilize it and 
bring it down to the urethra. 

I then dissected out and removed the scar tissue that intervened 
between the bladder and the urethra and anastomosed the one to 
the other. Three out of the four cases had complete control.”° 


Vesico-cervical fistule. The usual procedure is to sever the 
cervix from the bladder, as is done in the first stage of vaginal 
hysterectomy, and then unite the sides of the fistula. These 
cases are often surrounded by dense scar-tissue and the parts are 
so greatly disfigured that it is difficult to identify the ureters. | 
have found that it facilitates matters considerably to cut the cervix 
mesially up to the fistula while the bladder is being separated from 
the cervix. This gives a good exposure when you come to 
separate the tissues beyond the fistula. 


In cases in which there is much perivesical infiltration it is 
difficult to avoid the ureters if the dissection is carried out to a 
great depth. In these cases I undercut the tissues by snipping 
with scissors just sufficiently to insure easy approximation. 


In cases in which a large fistula borders on the urethra and 
when there is no room for vesical detachment without risk to the 
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sphincter function, Kelly has introduced the following procedure : 

‘‘By a crescentic incision the margins of the fistula are split 
around the posterior two-thirds and the bladder widely separated 
from the vagina. The remaining anterior third of the fistula is 
pared as in the classical operation. The upper loose part of the 
bladder is united by fine silkworm gut sutures to the vaginal 
surface covering the anterior third of the fistula. No attempt is 
made to cover over the raw surface with the scarred and rigid 
vagina.’’? 

The Abdominal Route. 1 advise the abdominal route only in 
cases of urinary fistulz inaccessible owing to dense attachment to 
the pelvic walls. Abdominal operations are not as easy or as safe 
as one is led to believe. Their difficulties are : 


1. The impossibility of filling the bladder with lotion, owing 
to leakage of the fistula, 

2. Elevation of the fistula to the level of the abdominal incision 
is impracticable whether it be done by pressure from the vagina 
or by traction sutures applied through the open bladder. 

3. The separation of the bladder wall from the vagina is not 
at all easy on account of perivesical inflammation. 

4. The difficulty of avoiding the ureters when they are implica- 
ted in dense scar tissue is great. 

One of two methods may be used : 


1. The transvesical operation of Trendelenburg. 

2. The transperitoneal operation of von Dittel. 

In operating by the abdomen it is well to remember the follow- 
ing anatomical points :— 

The last 10-15 millimetres of the ureters lie first in the muscular 
wall of the bladder and then between the muscular and mucous 
coats. The vesical orifices of the ureters are on the average 30 
millimetres apart and the internal urethral orifice is about 15 milli- 
metres in front of the cervix. 

I must, however, say that in all cases in which I opened the 


bladder for the cure of fistula I found these relations greatly 
altered. 


1. Trendelenburg’s Operation. The patient is placed on the 
table with the pelvis elevated at the angle of 45° to the horizontal. 
A transverse suprapubic incision is made through the skin, 
fat, and deep fascia. The recti muscles are well retracted. The 
bladder can now be well exposed in the lowest tissue beyond the 
symphysis. It is widely opened from side to side and the fistula 
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exposed. The edges are denuded and the bladder and vagina 
closed separately and independantly. The bladder is then closed 
and the space of Retzius is drained by a small piece of iodoform 
gauze. A catheter is tied in the bladder. The patient lies in the 
Sims’ position for five days and then on the back. 


2. Von Dittel’s Operation. The abdominal cavity is opened. 
The bladder is detached from the uterus and vagina sufficiently 
to expose the fistula. The latter is then sewed up. The vesico- 
uterine peritoneum is again united and the abdomen closed. 

Uretero-vaginal fistulz are closed by the operation devised by 
Mackenrodt and called by him entropionising. A small opening 
is made into the bladder close to the fistula, an incision is then 
made through the thickness of the vaginal wall around the fistulous 
opening, which is freed enough to turn it into the adjacent bladder 
opening and held there by sutures. 


Results. Over 87 per cent of the 300 cases I operated on were 
cured. Seven cases were operated on twice, two operated on three 
times, two four times, one five times, and one six times before they 
were cured. 


Of my last 100 cases I had 95 per cent cured, 5 per cent greatly 
improved. 
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Epignathus. A Rare Foetal Monstrosity. 
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(Lond.), F.R.C.S. (Eng.). 


Assistant Gynecologist, Cardiff Royal Infirmary; First Assistant 
to the Professor of Obstetrics and Gynecology, Welsh 
National School of Medicine. 


By the term epignathus is meant a monstrosity consisting of 
a more or less normal foetal host from whose mouth projects a mass 
of tissue springing usually from the base of the skull and represent- 
ing a teratomatous parasite. 

The condition is rare, although a number of specimens have 
been recorded, and the present specimen appears worthy of record 
on account of certain features which will be indicated. 


DESCRIPTION OF SPECIMEN. 


The specimen was sent me by Dr. P. D. Richards of Barry, 
Glamorgan. It consists of a female foetus of premature appearance 
and with the lack of fat development normal in that state. It is 
14% inches (37.5 cm.) long, and weighs 2 pounds 13? ounces (1,296.7 
grm.). The limbs and body do not present any adnormality but, 
protruding from the opened mouth is a large lobulated mass of 
tissue 3 inches (8 cm.) in length by 3? inches (9.5 cm.) in breadth. 
(Fig. 1). On the right hand side the mass is of a purplish plum 
colour, while on the left the appearance is paler. In the middle of 
the left side there is what appears to be a primitive limb or even 
a tail; while projecting through, and distending the left nostril, 
is a definitely primitive limb with digit buds. 

Among the lobules on the right side is another small 
structure projecting only slightly, with the appearance of a primi- 
tive foot, in which only the faintest suggestion of digit buds are 
to be seen. The whole mass forms a pendulous, pedunculated, 
grotesque appendage to the cranial extremity of the foetus, and 
this when seen from the front, almost entirely hides the face. 

After thorough fixation in formalin the specimen was sectioned 
in an antero-posterior direction and exactly through the middle 
line. The cranium and its contents are apparently normal, the 
cerebrum, cerebellum, pons and brain stalk, together with the 
membranes, falx and tentorium, being of quite normal appearance. 
The pituitary is seen clearly, lying in a normal sella turcica, 
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Growing from the roof of the mouth by a stalk } inch (1.5 cm.) 
thick, the posterior extemity of which is just under the middle of 
the sella turcica, is the mass previously described and now seen 
cut in antero-posterior section. The appearance varies at different 
areas. A lobe on the upper part is occupied mainly by fibro- 
lipomatous tissue, while the greater part of the main growth is of 
a greyish colour and firm consistence, giving the impression of 
fibro-myxomatous tissue. 

In this area two points are noteworthy: (1) the presence of 
numerous dilated cystic spaces, each with a smooth lining; this is 
so evident on the lower part that a lobe here is entirely occupied 
by two such cysts with a thin intervening septum and with scanty, 
thick, chocolate coloured contents: (2) the presence in the upper 
anterior and lower posterior part of various islands of cartilage ; 
one of these occupies the centre of the fibro-lipomatous lobule, 
giving the impression of a primitive limb. 

At the periphery, and especially posteriorly, the colour is dark 
purple and the consistence softer, more like brain matter, No 
sign of any defined organs is to be seen. Section of the mouth, 
neck, chest, abdomen, and pelvis shows nothing abnormal, the 
tongue, thymus, heart, diaphragm, liver and abdominal organs 
being as usual. The bladder occupies its usual high abdominal 
position and is attached by a clearly defined urachus to the 
umbilicus, 

The vertebrz show ossific centres and the spinal cord is normal. 
The sternum, however, is entirely cartilaginous and does not show 
any ossification. 

The nasal cavity in the case of the right half of the specimen 
is normal, but in the left half the limb previously noted as pro- 
jecting from the left nostril is found to arise from the posterior part 
of the upper aspect of the hard palate by a base 2 inch (1.8 cm.) in 
thickness. At its posterior extremity this is covered by a cap of 
congested soft tissue like granulation tissue, which projects in 
the position of the uvula and impinges on the posterior part of 
the upper surface of the tongue. The limb runs forward in the 
nasal cavity and at the nostril is tightly compressed as though a 
ligature had been applied at this situation, the immediately distal 
part being correspondingly swollen and cedematous. In order to 
get a satisfactory view of these attachments and relations the inner 
aspect of the left nostril and the left basisphenoid had to be 
removed. 

A skiagram shows the shadow of the mass projecting from the 
mouth but fails to show any bony connexion with the basisphenoid. 
It confirms the opinion of prematurity, as no ossific centre is to 
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be found in the lower femoral epiphyses. A few faint shadows 
indicating cartilage are seen in the primitive limbs, but these are 
not yet ossified. 

Microscopical examination shows the surface epithelium squa- 
mous, flat, a few cells in thickness, with no papillz or sign of 
appendages. 

In the interior an irregular mixture of tissues characteristic of 
teratomata is present. Irregularly scattered islands of cartilage 
are prominent, also fibrous tissue, adult and embryonic in 
character, showing myxomatous degeneration in places and giant 
cell formation. Irregular strands of striped muscle with fewer 
areas of unstriped muscle fibres are also seen. Many irregular 
patches of lymphocytic aggregations, possibly lymph nodes, are 
present. Blood vessels are seen as wide endothelial lined spaces, 
in many places without regular walls, and these are present 
especially at the periphery of the mass. Many red blood corpuscles 
are scattered irregularly throughout the stroma. 

Glandular formation is prominent everywhere, and the acini 
are of all sizes from small regular circles to racemose and dilated 
spaces ; in many cases there is a regular lining of columnar epithe- 
lium: elsewhere several layers of irregularly shaped epithelium, 
partly projecting into the lumen and partly breaking through the 
basement membrane, are seen. In several places there are 
accumulations of irregularly shaped cell masses almost like 
carcinoma. 

The clinical history is to the effect that the mother, aged 21 
years and primiparous, had a very distended abdomen prior to 
delivery, and twin pregnancy was diagnosed. 

The birth was normal and Dr. Richards says: ‘‘This baby lived 
two hours : the other (also female), a somewhat bigger and stronger 
child, lived ten hours.’’ 

The placenta and membranes were not available for examination. 

The discussion of this condition introduces several important 
embryological and pathological considerations. The condition 
represents the most highly organized group of a number of con- 
genital conditions which are met with associated with the palate, 
gums or tongue. 

These have been classified by Ewing* as dermoids, teratoid 
tumours, and epignathus. 

The dermoids are usually small, often covered with hair, sessile, 
and localized, though Rosenow has described a case in which 
macroglossia was produced, and which he termed epiglossus. 
The teratoid tumours are more complex, larger, and often 
associated with skull deformities such as anencephaly or hemicrania. 
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Of the epignathi the specimen described is a typical example. 
The name should be confined to growths that show unmistakable 
parts of a foetus (Arnold’ and Schwalbe’), and a number of such 
specimens have been described by Rosenow,* Ahlfeld, Low, 
Schwalbe, Simmonds, and others. 

In specimens previously reported, organs or fragments of 
organs such as intestine, rudimentary testes, crystalline lens, 
choroid, brain matter, and liver, have been described, while primi- 
tive limbs or digits, as in the present case, have often been noted. 

Ahlfeld (quoted by Birnbaum and Blacker’) holds that the 
condition arises through an acardiac amorphous monstrosity 
gaining a secondary attachment to the oral cavity of the other 
twin. Schwalbe, however, maintained that such a theory was 
untenable from an embryological point of view, and he supported 
the hypothesis of Marchand and Bonnet to the effect that the 
condition arises from one of the segmentation cells or a portion 
of the germ plasm becoming separated from the main body and 
developing irregularly in an arbitrarily selected site. 

According to this view the condition is an irregular type of 
uniovular twin, and the case recorded is thus particularly un- 
common, representing as it does a triplet pregnancy, one of the 
triplets being represented by the epignathoid mass. It is regret- 
table that the placenta, membranes and cord were not available for 
examination, but the probability is that this was an example of 
uniovular triplet pregnancy. 


The most complex example of this condition is Baart de la 
Faille’s case, recorded by Schwalbe (Fig. 2). This was a quad- 
ruple pregnancy, the first foetus being well developed; the second 
foetus formed a large epignathus, while the third and fourth were 
joined by a forked umbilical cord to the palate of the first. 

The site of the growth is explained by Birnbaum and Blacker 
as due to the attachment of the separated portion of germ plasm to 
the apex of the infolded ectoderm of the stomodzum. In a similar 
way these authors explain the origin of dermoids and teratomata 
in any part of the body by such a separated cell mass or portion of 
germ plasm becoming included in any organ or cavity, e.g. the 
ovary, or the neurenteric canal, at an early stage of development. 


This is a most attractive hypothesis, but it presupposes that the 
factors producing the monstrous formation are general, and that 
the condition would be included in the heterochthonous group of 
teratomata (Arnold). The fact that the pharyngeal area is a 
definite site of dermoid or teratoid formation would rather indicate 
the predisposing effect of some local cause here, such as the embryo- 




















Fie; 3: 


Strachan’s specimen of epignathus, lateral view, described 
in the text. ' 




















Fic. 2. 


Baart de la Faille’s specimen of multiple epignathi referred to in 
the text. Reproduced from Schwalbe ‘Die Morphologie der Missbil- 
dungen des Menschen und der Tiere,’”’ II Teil, p. 325. 
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logical changes associated with the fusion of stomodaeum and 
fore-gut with the disappearance of the intervening membrane. 

Windle® in 1888 described a similar condition in a calf; he 
went fully into the various views regarding the etiology and 
discussed the specimens reported up to that date. 


I would like to express my sincere thanks to Dr. Richards for 
his goodness in sending me this rare specimen. 


I am also indebted to Mr. A. H. Williams of the Pathological 
Department, Welsh National School of Medicine, for the photo- 
graphs reproduced here and for histological preparations. 
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Two Cases of Ectopic Gestation presenting Unusual 
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Mucu has been written on the subject of Ectopic Gestation, and 
the justification for publishing the two cases given below ‘is that 
in each case there were unusual symptoms making diagnosis a 
matter of considerabie difficulty. 


Case I. 

Mrs. M., a Russian aet 19 was admitted to the Peiping Union 
Medical College Hospital on February 20th, 1929. 

She had a small ovarian cyst the presence of which had been 
known for a year, and had also a lacerated cervix with a small 
fibroid projecting into the cervical canal on one side. 

Her family history was unimportant. Menstruation had com. 
menced at the age of 13, was irregular, moderate in amount and 
painless. She was married in April, 1928 and divorced in July, 
1928, not having been pregnant. She was married again on 
November 14th, 1928.. Her last monthly period was on Novem- 
ber 13th, 1928. She became pregnant at once and an abortion 
was artificially induced about January 20th, 1929, two attempts 
being made before the uterus was emptied. Two days later she 
had intercourse with her husband. 

On February 21st, approximately four weeks after this inter- 
course, the abdomen was opened and a thin walled ovarian cyst, 
without any adhesions, the size of a head, was removed with the 
right Fallopian tube. The uterus was drawn up and noted to be 
bulky and the left Fallopian tube was somewhat hypertrophied. 
These tubes were not very carefully examined and were judged on 
superficial examination to be normal, considering the past history. 
The operation was easy and took only a few minutes. Some six 
hours after the operation the patient passed roo c.c. of urine and 
immediately afterwards collapsed, complaining of intense pain in 
the lower abdomen. She was pulseless, cyanosed, and appeared to 
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be dying. Half-an-hour later she was still pale and pulseless, but 
the respiration rate was only 18-20, and the heart beating regularly 
at 140. There was no excessive tenderness about the abdomen and 
no sign of free fluid. Vaginal examination was negative. She 
was seen in consultation with several of my colleagues. Four 
hours later she was still practically pulseless, but had recovered 
consciousness, and complained of numbness of the feet and legs. 
A transfusion of 400 c.c. of whole blood was given, there ,.was no 
reaction, and by next morning she was out of danger with a fair 
pulse. No cause was found for the collapse, the hemoglobin was 
71 per cent. She progressed well, but on March 11th I re-examined 
her, and found a mass in the pelvis. In the course of another 
thorough physical examination Dr. Pillat kindly examined the 
eyes and reported that there was slight blurring of the retinal 
vessels near the disc margin, many small hemorrhages in the 
right eye on the nasal side below, and in the left eye almost all 
round the disc. She was complaining of eye-ache for a day or two 
before examination. Neurological examination proved negative, 
and by March 15th the hemorrhages were clearing up, though 
there was slight swelling of both discs. The pelvic swelling 
appeared to be increasing and the question of chorion-epithelioma 
was raised. 


On March 16th I explored the uterus, the length of which was 
three inches, and curetted. A section of the débris removed showed 
endometrial hyperplasia. 


I thereupon opened the abdomen and found the following state 
of affairs :— 


The omentum was adherent to the abdominal scar, and the 
large intestine, uterus, bladder, and a fluid swelling were bound 
up in a mass. When this was unravelled a distended Fallopian 
tube was prominent on the left side and connected with it there was 
a large hematoma. Apparently a small extrauterine gestation 
situated at the left cornu had eroded into the anastomosis between 
the uterine and ovarian vessels; separated the peritoneum which 
gradually yielded and formed a large blood cyst which had passed 
over to the right side behind the uterus and had occupied Douglas’ 
pouch. This was detached, and the tube and cyst removed, leav- 
ing a healthy ovary attached to the remains of the broad ligament. 
About a pint of clot was evacuated. The right broad ligament 
was normal, and the stump of the pedicle of the ovarian cyst 
sound. There was not any free blood in the peritoneal cavity. 

The patient made a rapid recovery, and on her discharge, 
March goth, the uterus was in normal position, about: normal in 
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size, and the fornices were free. The retinal hemorrhages had 
almost disappeared, and the swelling of the discs had also much 
improved. 

On May 8th she was again seen, in good health, had had a 
normal menstrual period, and the fundi of the eyes were normal, 
there being no sign of the old hemorrhages. 

The urine and stools were negative throughout the illness. 

Microscopical examination of the Fallopian tube showed a 
subacute salpingitis and after a considerable search I found the 
remains of chorionic villi in one section. 


Apparently the patient had again become pregnant, the ovum 
had been arrested close to the uterine cornu and had been so small 
that I had not noticed any localized ‘swelling at the time of opera- 
tion. The most likely cause for the retinal hemorrhages seems to 
be that, at the time of rupture, small portions of the chorionic villi 
entered the circulation and acted as emboli. 


Case II. 


Mrs. M., a Russian aet 33, was admitted to the Peiping Union 
Medical College Hospital on May 12th, 1929 complaining of vague 
pains in the abdomen and chest. 

On May goth, complaining of slight bleeding and lower ab- 
dominal pain, she had been examined in the Department. No 
swelling was felt in the pelvis. Extrauterine gestation was con- 
sidered, and thought to be unlikely. On the 1oth she was again 
examined in consultation and nothing definite found, Late on the 
night of the 11th she was admitted, complaining of pains. She 
was kept in hospital because she looked ill, although further 
examination did not reveal anything abnormal. 

Her detailed history was as follows :— 


She had not missed a period, the last one commencing on April 
27th and lasting till May 2nd, a normal time. On May 4th she 
commenced to bleed again. On the 6th she had an attack of sharp 
pain in the lower abdomen. The pain was stated to be (1) in the 
epigastrium, (2) in the two lower quadrants, and (3) in the flanks. 
The abdomen was soft, a mass could not be felt, and vaginal ex- 
amination showed a movable, rather bulky uterus which was not 
tender. Repeated examinations failed to give any help. There 
was no leucocytosis, and the hemoglobin remained constant at 
about 68 per cent. On May aust, I curetted the uterus because 
there was still some bleeding. The amount of scrapings obtained 
showed small endometrial hyperplasia and no decidual change. 
On May 24th she was complaining of more pain in the pelvis, and 
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there was a slight swelling on the left, due, I thought, to the 
lighting up of a chronic pelvic inflammation. There was still no 
leucocytosis. On the 25th at about 9 a.m. she was seized with 
intense pain in the lower abdomen, which was board-like, and 
rapidly became distended. The pain was more on the right than 
on the left. Vaginal examination showed a pelvic mass which was 
not tender to pressure or movement from the vagina. At 9.30 a.m., 
vomiting and pain in the epigastrium being complained of, she was 
seen in consultation with Dr. Zinninger, Professor of Surgery. 
Rupture of a viscus or of an abscess being suspected an X-ray 
was taken, but free gas in the abdomen was absent. The patient 
was taken to the theatre and the abdomen opened by a median 
subumbilical incision. The abdominal wall did not seem to be 
particularly bloodless. There was a little free blood in the ab- 
dominal cavity, and the uterus, sigmoid and broad ligaments 
formed a mass covering over Douglas’ pouch which was distended 
by a mass of dark clot, about 10 ounces in quantity. The right 
Fallopian tube had ruptured into the right broad ligament and 
then leaked again into Douglas’ pouch. The tube was removed 
together with the ovary. The left Fallopian tube was enlarged 
and bound down in the pelvis, and the left ovary was buried and 
cystic. The left tube was removed with a portion of the ovary, 
the deeper portion being left behind. The appendix, being impli- 
cated, was removed and carbolic acid and alcohol used for the 
treatment of the stump. The pathological examination showed 
that there had been a pregnancy in the right tube, chorionic villi 
being easily found. This had ruptured into the broad ligament 
without any great distension of the ligament and had then rup- 
tured into the pouch of Douglas. The appendix was acutely in- 
flamed with most marked involvement in the subserosa, and an 
acute periappendicitis. The wall of the appendix was thickened 
and infiltrated by large numbers of polymorphonuclear leucocytes. 
The left Fallopian tube showed a subacute salpingitis. 

The patient rapidly improved after the operation and left the 
hospital having lost her abdominal tenderness and her look of 
ill-health. 

Before operation, although ectopic gestation was still in our 
minds as a possibility, the abdominal catastrophe was regarded 
as due to the rupture of a septic focus, and it is probable that the 
major portion of the acute symptoms was due to the appendicitis 
rather than to the ectopic gestation. When the. adhesions had 


been separated, the appendix stuck out into the abdomen like a 
stiff finger. 


It is clear from the above that the absence of leucocytosis in 
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protracted cases is not a bar to a diagnosis of ectopic gestation. 
In the first case there never was any leucocytosis present, and in 
the last case the number of the white blood corpuscles never went 
above 7,800 till the morning of the acute symptoms, when it was 
suddenly raised to 21,400. The haemoglobin was never below 71 
per cent in the first case or below 68 per cent in the second, and 
one of the peculiarities of both cases was the lack of tenderness on 
vaginal examination. In neither was there any marked tenderness 
on gently moving the pelvic mass. 

The urine and stools remained normal in both cases. 

The crticism may be made, that, in the second case, the ectopic 
gestation should have been discovered on bimanual examination. 
The only answer that can be made is to point out that my colleagues 
and myself, examining with the specific intention of discovering 
an ectopic gestation if present, failed up to the last to feel any 
tubal swelling on the right side. 





Carcinoma Occurring in the Stump of the Cervix Uteri, 
20 years after a sub-total Hysterectomy. 


By Major M. L. Treston, I.M.S., F.R.C.S. (Eng.) 


Gynecologist, Civil General Hospital, Rangoon. 


The patient was a Hindu woman, aet 45, married, multipara, 
last child 23 years ago. In 1908, a sub-total hysterectomy, with 
removal of Fallopian tubes of ovaries, had been performed for 
‘‘Fibroids.”’ In July, 1928, the patient came up for examination, 
complaining of a purulent, foul smelling discharge of three months 
duration. Clinically, the condition was that of a cancer of the 
cervix, and on 14th July, 1928 the cervix was removed, per 
vaginam. The growth had only reached to within a quarter of 
an inch of the top of the cervical stump. There was no involve- 
ment of bladder or vagina. Lymphatic glands could not be 
palpated per abdomen. ‘The microscopical report stated that the 
growth was an epithelioma. 


The operation-wound healed slowly, leaving a suspicious 
looking plaque on the posterior lip of the incision in the vaginal 
dome, and in view of this, in August 1928, 10,400 milligramme 
hours of radium, partly internal, partly external, were given, over 
a series of applications. 

The patient was next seen on September 9, 1928. She had 
grown much thinner, the vaginal wound was soundly healed, and 
the pelvis was clear of growth. 

On December ist, 1928, the patient had put on flesh, her 
general health was good, the vaginal wound area showed fibrotic 
narrowing, pelvis clear. 


On April 18th, 1929—approximately nine months after the 
second operation, and eight months after the application of 
radium—the patient presented herself, complaining of attacks of 
‘‘colic.’?” On examination the vagina was fibrosed to one and a 
half inches; per rectum there was a hard mass, the size of a hen’s 
egg, on the left side of the pelvis, and densely adherent to bone, 
As the patient had glycosuria, treatment other than symptomatic 
was not considered advisable. On June ist, 1929, the patient 
came up, complaining of pain in the vulval region. On examina- 
tion there was found:(1) A growth of the clitoris, the size of a 
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pigeon’s egg, densely hard, but not involving the skin; (2) A 
pelvis full of irregular hard, adherent, tender masses; (3) A 
vagina, fibrosed as before, but free of growth. There was no 
alteration of liver dullness, nor was there any acsites. 

Deep X-ray therapy to pelvis and clitoris was given but without 
any appreciable effect, and in view of the intense pain which the 
growth of the clitoris caused, clitoridectomy was performed. The 
roots of the clitoris were composed ef carcinomatous tissue, and 
the body itself contained a cancerous growth the size of a walnut. 
The upper wall of the urethra was involved, and three-quarters 
of an inch of the urethra had to be removed. The microscopical 
report was ‘‘epithelioma.”’ 

The wound healed slowly and trouble was not experienced, but 
the patient died four weeks after the operation. Her diabetic 
condition had been treated since the first appeaarnce of sugar in 
the urine, and had reacted well to diet and insulin. 








The Use of Vaccines in Leukorrheea. 


By W. Leonarp ForsytH, M.B., D.P.H. (Lond.) Major I.M.S. 


Professor of Bacteriology, University of Egypt, Cairo. 


THE vagaries of vaccine efficacy are often difficult to explain but 
occasional brilliant results give vaccines a well earned place in our 
therapy armamentarium. This case concerns one of these cures 
and may be described as follows :— 


A married lady developed a leukorrhoeal discharge while on a 
holiday at the seaside—evidently an infection of some kind—and 
consulted her doctor. Douching with different antiseptics and 
plugging the vaginal vault with iodine glycerine swabs did not 
give any relief. The patient when seen by me nine months after- 
wards was complaining of a profuse thin white discharge which 
soiled her underwear and to mitigate which douching twice daily 
had to be carried out. 

Smears from the cervix uteri yielded morphologically staphylo- 
cocci, diphtheroid bacilli, and gram negative bacilli, gram negative 
cocci being absent. It was decided to treat the patient with a 
vaccine before submitting her to operation, A platinum loop trans- 
fer from the cervix uteri to ordinary agar, chocolate agar plates 
and to glucose broth did not yield on the first occasion any growth. 
As this was thought to be due to the use of antiseptics, these were 
discontinued and a further inoculation yielded a staphylococcus 
albus in almost pure culture. It showed the following biochemical 
characters :— 


Glucose. Lactose. Mannite. Maltose. Gelatin. 








acidity 0 acidity acidity No liquefaction 
4 days 7 days 





A vaccine was made by adding to c.c. of saline solution to a first 
subcultural agar slope, sterilized by heat, and carbolized in the 
usual way. The doses employed were 0.2, 0.4, 0.5, 0.5, I C.Cc. at 
four day intervals. The second dose produced evident active phago- 
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cytosis, a yellowish purulent discharge appearing and clearing up 
in 24 hours. Before this the patient had received her final dose. 
The genital mucosa became completely dry and the condition was 
cured and remained so. In my opinion this patient was cured by 
vaccine therapy and from personal knowledge of other cases of 
endometritis of coccal origin the results of vaccine administration 
are sometimes ‘most successful and always worth trying before 
having recourse to other more serious procedures, 





Maternity Hospital Clinical Reports. 


Clinical Report of the Maternity Department of the St. Mary’s 
Hospital, Manchester for 1927, by JOHN W. A. HUNTER, 
M.B., Ch.B. 

Clinical Report of the Liverpool Maternity Hospital for 1929, by 
M. A. DosBIn Crawrorb, M.D., M.B., B.Ch., F.R.C.S.I1. 
Medical and Clinical Report of the Edinburgh Royal Maternity 
and Simpson Memorial Hospital, by JoHN Sturrock, M.B., 

F.R.C:S.E. 

Clinical Report of the Rotunda Hospital, by the Master, BETHEL 
SoLomons, M.D., F.R.C.P.I., M.R.I.A. 

Clinical Report of the Tsan Yuk Hospital and of the Maternity 
Bungalow, Government Civil Hospital, being the work of the 
School of Midwifery of Hong Kong University for 1928-1929, 
by R. E. Totrennam, B.A., M.D., D.P.H., F.R.C.P.I., 
Professor of Obstetrics and a University of Hong 
Kong; D. K. Piizal, M.D., B.S., L.M.; S. K. Lam, M.B.. 
B.S.; and Miss P. C. Lai, M.B., BS. 

Clinical Report of the British Hospital for Mothers and Babies, 
Woolwich for 1928, by Miss Mary Briain, M.D.; and M. Me 
Wise, M.B. 


What MANcHEsTER thinks to-day, the world thinks to-morrow ! 
All our work in reviewing the Clinical Reports of Maternity 
Hospitals is now over! Manchester has produced a report that 
can be used as a model for any maternity hospital. 

The 1979 patients treated in the wards are divided up as 
follows :— 


Booked cases ... iis os’ TOGA 

Emergency cases from the Giensict me 47 

Emergency cases... be id, coe “gel 

bys 3 

and it will be seen at once that the true emergency cases are 45 per 
cent of all admissions. This is a very high percentage and one 
must turn to the next page for the analysis of these go1 cases. 
Exactly half—451— were delivered at or near term and eight died 
undelivered ; 228 were abortions and 18 ectopic gestations. Among 
the booked cases there were six abortions and one more admitted 
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from the District, but apparently no ectopic gestations. Abortions 
and ectopic gestations are not usually included in the Maternity 
Hospital reports, as their clinical course and treatment are different 
from cases of labour and we have always thought that they should 
be put in a separate section. 

Eight of the 233 abortions died. This is 3.4 per cent and it is 
stated that in five cases abortion was spontaneous and death was 
due to the causative illness. In two cases following therapeutic 
abortion death was directly due to the actual miscarriage in one 
case only. 

There is always some confusion about the term ‘‘abortion,”’ 
and, on looking up the details of these eight cases, five of them 
are stated to be six months pregnant and one in the 30th week. 
Six months is a vague statement and does not really tell us how 
far pregnant they were, but the 3oth week.certainly comes into 
what we should have classified as premature labour. The 3oth 
week case died of eclampsia, three others of urzemia, one being a 
primigravida aged 26 and the other two, second gravid, aged 26 
and 35 respectively. There is no note in any of these of pre- 
existing nephritis and one wonders if they were cases of 
eclampsia? Another case,was one of hyperzemesis at the sixth 
month, which developed jaundice. 

1269 patients were treated in their own homes. Forty-seven ot 
these were admitted to the Hospital and are, we presume, 47 
additional ones which would have been delivered in their own 
homes but for some abnormality, making 1316 booked on the 
district with only two deaths, a death rate as low as 0.16 per cent. 

The mortality among antenatal cases was 0.39 per cent, almost 
the average for England and Wales. The mortality among 
emergency cases was 4.1 per cent, ten times as high as that of those 
under antenatal supervision and includes deaths from eclampsia, 
nephritis, hypereemesis gravidarum and inter-current diseases such 
as diabetes, pyelitis and mitral stenosis, all of which yould have 
stood an infinitely better chance if under antenatal supervision. 

The morbidity, estimated under B.M.A. standards, is 8.47 per 
cent in antenatal cases and 24.3 per cent in emergency cases. A 
detailed list of pyrexfa is given. 

The high foetal mortality in breech presentation next claims our 
notice, being 36 per cent of all cases, and, excluding twin preg- 
nancies, hemorrhage, etc., 20 per cent. This seems to us to call 
for more ante-natal supervision and consideration of external 
version before labour in those cases in which the breech was found 
to be presenting. The table of Transverse Lie seems to emphasize 
this point, especially in regard to the District cases, as five of the 
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12 booked cases were admitted with this condition and in most of 
these, presumably, the lie could have been diagnosed and corrected 
before labour. The very low incidence of ante-partum hemorrhage 
in the booked cases is very striking. Nine cases of placenta 
previa and 13 cases of accidental hemorrhage out of 930 deliveries 
is a much lower incidence than our usual experience. 

The maternal mortality in placenta praevia is as low as 3.7 per 
cent and in accidental hemorrhage 4.1 per cent, but the foetal 
mortality is over 60 per cent. This emphasizes the point we have 
always stressed, namely that in ante-partum hemorrhage the life 
of the foetus is of secondary consideration to that of the mother. 

A. good table is given of Induction of Labour, but a more 
detailed analysis of the different methods would be interesting, 
especially if it included the various ‘“‘drug’’ inductions which 
failed to produce labour. A note is sometimes given in the column 
of ‘‘Method of Induction’? and sometimes in the “Remarks’’ 
column, and tables such as this will be of great value to anyone 
desirous of working out the chances of producing labour by the 
various methods employed. 

We have pointed out before, that detailed case tables are better 
given under the obstetric operations and this is the only point 
which we have to criticize in the Manchester report. For instance, 
induction of labour was performed 153 times, case details are only 
given under ‘‘contracted pelvis” which accounts for 91 cases and 
similarly Czesarean section was performed 120 times, case details of 
100 only being given under “‘contracted pelvis.’’ Craniotomy was 
performed 52 times with four maternal deaths, but case details 
are only given in 17 of these, none of which died. Eclampsia is 
detailed with a very short account of the routine treatment. There 
were 34 cases ; 33 emergency and one from the District which had 
evaded antenatal supervision. 106 cases of toxic albuminuria 
treated in the ‘wards did‘ not develop eclampsia, and it does not 
seem that any of these cases of eclampsia were in for any length 
of time before the fit supervened, but nothing is stated as to this. 

The short list of infant mortality calls for no comment. There 
are not any details of feeding although we understand that St. 
Mary’s has a very live pedriatic department. 


The LIvERPOOL report follows closely its recent publications and 
the excellent standard adopted by Liverpool on the lines suggested 
by the Sub-Committee for the unification of these reports is 
maintained. 

Whatever Manchester thought about it yesterday, Liverpool 
has led for several years in this matter and still leads. 
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Liverpool does not get nearly as many emergency cases as 
Manchester. Out of a total of 1,577 cases 354 are emergency, 
under 22 per cent. Liverpool creates a more cheerful outlook in 
its report by beginning with the living cases, whereas Manchester 
puts first, eleven pages of deaths, which subject is relegated to the 
end of the book by Liverpool. This is the more extraordinary as 
Liverpool has an extremely good record, the mortality for the whole 
hospital being 1.14 per cent as against 2.17 per cent at Manchester. 
This is entirely accounted for by the emergency cases, Liverpool 
having fewer of them and the lower mortality of 3.18 per cent. 


There were 1,495 cases treated in the District and 36 of these 
were transferred to the Hospital or Poor Law Infirmary. It is 
stated that not any mothers died, but it is not clear whether this 
statement includes the 36 cases transferred, as only three of them 
were transferred to the Maternity Hospital, the other 33 being 
transferred to other Hospitals and the Poor Law Infirmary and 
therefore not appearing again in this report. 

There were 14 cases of eclampsia, five of which were among the 
antenatal booked cases and it is not stated whether they were in for 
treatment before the fit supervened. The mortality in eclampsia 
is 21.4 per cent. 

There were 59 breech presentations with an infant mortality of 
34.5 per cent and 15 cases of transverse lie. 

‘Contracted Pelvis’? is given in the summary and the case 
details are given fully under Obstetric Operations. This method 
gives the case details of all obstetric operations and also further 
information under the treatment of contracted pelvis. 


Induction of labour is summarized in two tables showing 157 
cases in which the method adopted was successful, and 27 in which 
it failed, and a short table summarizing these two conditions. The 
ultimate treatment of the 27 cases is not clear as detailed tables 
only give 46 out of the 157 cases and we fail to see why these 46 
should have been chosen in preference to any of the other 111. 


There were 96 cases of Czesarean section, one of them post- 
mortem, the infant being extracted still-born. Three of the mothers 
died, all of them adrhitted after labour had started and although 
being booked cases do not appear to have been booked for Czesarean 
section. One baby was still-born and seven others died. 


There is a very full and comprehensive report of the infants 
and Liverpool has this year adopted nomenclature in baby feeding 
that we have not seen before at any other hospital and still do not 
understand, and would suggest that the difference between supple- 
mentary, complementary and artificial feeding be defined ! 
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EDINBURGH does not give the total number of admissions in the 
standard form showing how the total number of patients is made 
up in the booked and emergency. The report stated that the total 
number of patients treated in the hospital is 3,322, the total number 
of patients admitted to hospital 2,352 and that 970 patients were 
examined at the hospital but not delivered in the hospital. Nothing, 
however, is said about these 970 patients and they do not appear 
to have any bearing whatever on the work of the hospital. 


Next we get a list of the number of attendances at the antenatal, 
postnatal and infant clinics and then the figures of the in-patients 
which we fail to correlate :— 


Delivered after the 28th week of gestation 1858 

Abortions ies ‘7 ae ae ge 
and these are made up as follows :— 

Booked cases on ei — wo FS 

Emergency cases_... si as oe) ann 


—- 1980 


Then we get the following figures in letter-press which we have 
endeavoured (unsuccessfully !!) to tabulate. 


Antenatal in-patients re ise sé 760 
si », discharged undelivered 372 
is »» presumably delivered 388 
Of the 372 discharged undelivered, 140 returned for delivery 
in hospital. Therefore, presumably, the number of antenatal 
cases not delivered in hospital was 232. 
Now we get: 


Delivered after 28th ‘week 
Abortions ins “ es v2) 
Antenatal cases not delivered... bud ae (a 
Died undelivered as ili re 5 9 
Admitted after delivery outside ... ies sf 19 


Total patients 2240 


but we are told that there are 2,352 patients! We cannot discover 
the other 112! 


Different maternal mortality rates are worked out for the 1,980 
in-patients, 1,214 booked cases, 766 emergency cases and for the 
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2,352 (sic) total in-patients, and in addition the report includes 
seven cases which were transferred to the City Fever Hospital with 
puerperial sepsis and subsequently died in that institution, a point 
often glossed over in hospital reports. 

The total abortions are also difficult to arrive at. The figure 
of 122 is given in making up the total of 1,980 delivered in hospital. 
On pages 45 and 46 we are told that 137 cases of abortion were 
treated during the year, apparently made up as follows :— 


Complete, spontaneous abortions ... 60 
Incomplete abortions... ie oer 
Inevitable abortions, 

interference necessary tes Se Foae 


Threatened abortions treated successfully 


and in table 31 we are told that Induction of Abortion was performed 
eleven times. We have tried adding this up, upwards, downwards 
and sideways but fail to arrive at 122 by any method. 

The maternal mortality is rather high, being just over 2 per 
cent of the total in-patients. For booked cases the mortality is 0.49 
per cent and for the emergency cases 3.2 per cent, not including the 
cases which were transferred to the Fever Hospital and died there. 

The table of causes of maternal mortality shows that Edinburgh 
had rather a high mortality from eclampsia this year, a total of 14 
cases. Eliminating this condition, the death rate is really quite 
low. On studying the eclampsia table we observe a foot note 
telling us six of the cases are booked cases. This is not obvious 
at first as the table is not divided into booked and emergency cases, 
which most of the tables are. 

We note a misprint in the Remarks column, case No. 29, Reg. 
No. 1911, is a booked case and we are referred to maternal death 
E.8. This is only a printer’s error as the case is given in the 
mortality list under B.8. The presence of six. booked cases in the 
Eclampsia table suggests to us that an Albuminuria table would 
be interesting, but unfortunately there is not one. There is about 
half a page of letterpress on albuminuria and this does not tell 
us anything about the six booked cases which developed eclampsia. 
Reference to the maternal deaths shows that most of the cases had 
fits before admission, although practically all of them showed 
definite premonitory symptoms for two or three weeks. The table 
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itself does not show whether any of the patients who survived were 
admitted before the onset of fits. On the whole they appear to 
have been severe cases and suggest that there is a local and 
seasonable variation in the severity of eclampsia. 

In addition to eclampsia there are seven cases of profound 
pregnancy toxemia without convulsions, two unbooked, with 
jaundice. These cases are well described in the short notes on 
maternal deaths and appear to be of a new type of complication in 
pregnancy as none of them are typical of acute yellow atrophy 
or eclampsia. The remaining 19 deaths are fully described and 
form a very low percentage considering the number of abnormal 
cases dealt with in this hospital. 

The morbidity is low, only 114 cases having a temperature of 
100 on two occasions, but of these 114, no fewer than 50 were trans- 
ferred to the City Fever Hospital as cases of puerperal sepsis and 
seven of them died there in addition to the 40 deaths dealt with in 
the death list. 

The tables in general no not call for any comment. They are 
all clear and well set out but the division into booked and emergency 
cases is omitted in the case of twins, eclampsia, ante-partum 
hemorrhage, although in the case of twins a footnote is given 
stating which are booked cases. It would have been almost less 
trouble to have divided the tables and by so doing kept them to 
the standard form. 

The presentation of case details in the tables of diseases instead 
of under obstetrical operations results in the details of many of the 
cases being. omitted altogether. 


The Rotunpa sticks firmly to its own scheme for the Clinical 
Reports. The ‘‘extensive disproportion table,’’ however, has been 
omitted and a smaller one substituted. The substituted table is 
simply the total of the number of cases stating whether the measure- 
ments are normal or small (but not giving measurements), and 
giving the weight of the child in two categories, namely over seven 
pounds and under seven pounds. We note in sub-table 5 dealing 
with destructive operations, that there were five cases and the 
results of both mother and child were ‘‘all alive.’’! We shall have 
to go to Dublin to see how this is done. 

The letterpress as usual is most interesting and_intructive 
reading. We notice three cases of vaginal delivery after a previous 
section in the letterpress and also in a special table of their own 
where a few more details are given than in the letterpress. Two of 
these cases had a breech delivery with living children and the 
third had had a Cesarean section for a child weighing 8 pounds 


L 
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13 ounces, and this time had come into labour after having 
been examined with a view to induction. Presumably it was 
decided not to do this; as the “Induction Table’’ does not give 
case details we cannot be sure. After two and a half days labour 
perforation was performed and a child weighing 10 pounds 4 ounces 
was extracted. Repeat Cesarean section seems to be indicated 
next time. 

The Rotunda makes no difference between booked cases and 
emergency cases, probably due to the explanation given on page 2, 
of the difficulty of getting patients to attend the antenatal clinics 
at all, and we gather that, were Dublin to adopt this method in its 
report, most of the cases would come under the heading 
“emergency.’’ The Rotunda still-persists in voluminous tables. 
The case table of Uterine Inertia takes up five pages; Caesarean 
Section is allotted ten pages; prolapse of the cord, three, and we 
repeat that it would be a.good deal cheaper and much easier to read 
if the voluminous ‘‘notes’’ in these tables were to be as letterpress 
and not in the table. As it is life is much too short to wade 
through pages and pages of tables and we have left these unread. 

From the letterpress at the beginning of the report we are 
impressed by the excellent work which still continues to be done 
at the Rotunda. 


The third report of the School of Midwifery at Honac Kone 
UNIVERSITY keeps up the interest of former reports. The work of 
the hospital is increasing and it is obvious that it is attaining a 
high reputation in the neighbourhood of Hong Kong. 

The work of the hospital does not appear to require distinction 
between booked and emergency cases and there is very little evidence 
of many cases being sent in after outside interference. 

The record of eclampsia continues remarkably good in which 
this clinic has now had a series of 10 cases without a maternal death. 

This, of course, is a very small series, but when one reads the 
notes of the cases it is certainly a point on which we congratulate 
the hospital. The morbidity is really exceptionally low considering 
the large number, of tropical diseases which complicate these 
statistics and with which hospitals in Britain do not -have to 
contend. 

Out of a total of 1,811 deliveries there are 10 deaths and only 
five of these are obstetric, the others being incidental diseases such 
as typhoid fever, pneumonia, etc. ‘ 

One would imagine that the students get a very good training 
here. They are attached to the obstetric department for a period 
of six months and during that time should have ample opportunity 
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of seeing complicated obstetrics, apart from acquiring considerable 
experience of normal cases. 

An interesting account is given of gynecological operations 
and case details are given of most of the major operations. The 
whole report is interesting reading and is illustrated with photo- 


graphs of the hospital and staff which add to the interest of the 
report. 


The report of the BritisH HospiTaAL.FOR MOTHERS AND BABIES 
is a clear and short record of the work done. This report is 
exceptionally fair in. that it does not endeavour to make it appear 
that it deals with more ‘‘patients’’ than it actually does, as appears 
to be the idea of many of these reports. The report starts by 
stating that they dealt with 617 mothers and 674 babies (three cases 
of twins) and that 78 cases were admitted temporarily for antenatal 
treatment and discharged pending the onset of labour. These two 
figures are not added together in an endeavour to give the impres- 
sion that the hospital has dealt with 749 patients. There were no 
maternal deaths, 23 infants were still-born and five died in hospital, 
an infant and neonatal mortality. of just over four per cent. 

There is no evidence that the hospital takes emergency cases 
and the abnormalities tend to show that they did not, as they occur 
in about the ratio one would expect from a representative set of 
patients. 

Contracted pelvis is grouped according to the external conjugate 
and in cases in which this was under seven inches measurements 
are given. There are six Czesarean sections, two for placenta 
previa and one for heart disease, the others for contracted pelvis, 
one of which was stated to be an emergency case. There were six 
cases of eclampsia, one of which was emergency, all mothers did 
well; two cases had twins and three of the babies were still-born. 

One of the cases of eclampsia was a multigravida and there was 
not any history of toxemia during this or previous pregnancies. 
During this pregnancy the patient had been treated with X-rays 
and radium for. ? recurrent carcinoma of the breast. 


The most striking thing in the report is the large number of 
cases of heart disease, 12 are recorded, ‘10 of which were admitted 
to the hospital for treatment before labour. All these cases did well. 
196 cases were delivered in the District and there were not any 
deaths. The antenatal department appears to be. very active and 
records over 5,000 attendances, whereas only 29 patients attended 
the postnatal clinics, 


L,-C, Rivett. 
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*QUEEN Mary’s Hospital. ror THE East Enp, 
STRATFORD, E.15, 
MATERNITY WING. 
1929. 

PATIENTS BOOKED, 1,094. ANTENATAL ATTENDANCES, 6,662 
Mothers delivered in the District ... bse ee 
Mothers delivered in the Hospital ... a ae 
Births... Ses on a rm - | On 

Boys 
Girls 

Deaths. Maternal 
Czesarean section 
Inductions 
Brow presentations 
Face presentations 
Breech presentations ... pa 
Persistent occipito posterior ... 
Posterior rotated 
Version 
Perforations 
Ruptured uterus 
Prolapsed cord pak 
Manual removal of placenta ... 
Septum of vagina 
A.P.H. Unavoidable ... 

o Accidental 
Forceps 
Episiotomy 
Eclampsia 
Albuminuria 
Hydramnios _... as 
Hyperemesis Gravidarum 
Pyelitis 
Sets of twins 
Cardiac disease 
Addison’s disease 
Chorea ‘a 
Emergencies _... a ash 

JuLy To DECEMBER. 

Forceps 
Inductions 
Placenta previa - ee as 
Manual removal of placenta ... i 


* This hospital does not issue a Maternity Report. 
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THE East END MATERNITY HospiraL. CLINICAL REPORT FOR 1929. 
By W. H. F. OX ey. 


THE reports issued by this hospital are short because so few abnor- 
malities occur in its practice. The history of the work of this 
institution is remarkable, and in over 50,000 cases delivered since 
1884 there have been only 69 deaths, a mortality of 0.14 per cent. 

During 1929, two deaths occurred in the hospital out of 1,310 
mothers delivered. One was an un-booked case of abortion with 
severe concealed hemorrhage and the other was a booked case 
admitted at the 32nd week with severe bronchitis and albuminuria. 
She died of malignant endocarditis. Among the 610 out-patients, 
one death occurred at the moment of delivery in a woman already 
seriously ill from influenza. 

This hospital deals almost entirely with booked cases taken 
from a comparatively small area. Its statistics are therefore of great 
value as showing what ought to be possible if emergency and hence 
potentially infected cases be excluded. Out of a total of 1,920 
deliveries, 29 cases of disproportion required active treatment. 
One Cesarean section was performed and the remaining 28 were 
treated by induction with two still-births. The number of neo- 
natal deaths, if any, among these inductions is not set out, but 
out of 1,944 infants born there were 32 neo-natal deaths. Still- 
births totalled 49, of which 20 were macerated. 16 in-patients and 
one out-patient were morbid. The forceps rate was 4.1 per cent. 

The report is not without mistakes, and among them is the 
statement that 56 breech cases were delivered but the method of 
delivery is given for 66. As only 56 infants are accounted for, 
this must be the correct figure. Of these 56 infants, seven only 
were still-born of which five were macerated. The other two died 
from A.P.H. and prolapse of the cord. The complete absence of 
intra-cranial hemorrhage though 25 of the cases were primipara 
is a wonderful testimony to the high standard of the work. 

In the centre of the repoft is a table showing the results obtained 
since the foundation of the hospital. This appears to have been 
compiled from the register of admissions and not from the register 
of deliveries. The figures are not therefore strictly correct for 
statistical purposes, and the slight modification necessary would 
improve subsequent reports. 

Arnold Walker. 





BRITISH CONGRESS OF OBSTETRICS 
AND GYNCOLOGY 


THE eighth meeting of the British Congress of Obstetrics and 
Gynecology will be held in Glasgow, by invitation of the Glasgow 
Obstetrical and Gynecological Society, on April 22nd, 23rd, and 
24th, 1931, under the chairmanship of David Shannon, Esq., M.B., 


LM., FD. BL: 


The chief subject for discussion will be ‘‘The Clinical and 


Pathological Features of Ovarian Tumours. (excluding Endo- 


metriomata).’” Papers and discussion of this Subject will occupy 


the morning and afternoon of the first day of the meeting. The 


programme of the remaining two days will be devoted to papers 


of obstetrical and gynaecological .interesst. 


The Social side of the Congress is receiving the attention.of the 
Committee, and full particulars will be issued in due course. All 
communications relative to the Congress should be addressed to 
the Hon. Secretaries, Professor James Hendry, 7 Clairmont 
Gardens, Glasgow, C.3, and Dr. John Hewitt, 16 Whitehill Street, 


Glasgow, E.1. 





BOOK REVIEWS. 


‘‘Sex and its Mysteries.’”?’ By GrorGE Ry.ry Scorr, F.R.A.I., F.Ph.S., 
F.P.S. (Lond.), F.Z.S. . Iondon: John Bale, Sons & Danielsson, Ltd., 
Pp. iv+198 Price 10/6 net. 


Books appear in increasing frequency to meet an equivalent growing 
demand among the general public for more detailed information on sex 
and sexual relations, but it does not appear as yet that any writer with 
the requisite experience and knowledge, and the faculty of presenting a 
difficult subject in proper perspective has been inspired to undertake the 
task. From our standpoint the ideal author would be a member of our 
own profession with experience of both the gynzecological and psychological 
aspects of medicine, well-versed in biology and with a wide knowledge 
ef mankind, both as a social animal and of variable individual characteris- 
tics. Enthusiasm for his subject, but tempered with a broad and sane 
outlook and a freedom from the cranks and crazes that so often result in 
a distorted perspective, is also needed, if the book is to have a general 
appeal. Certainly, so far, tio book has been published that is suitable 
both for a medical or scientific audience and for the general public, and 
no outstanding work for one or other has yet appeared in English or any 
other language. 

Clearly, however, the subject of sex and sexual relations is one to 
which the medical profession must give more attention in the future than 
it has in the past, and a book that will give it reliable and useful informa- 
tion would be welcomed. The one noticed here is stated to be ‘‘intended 
only for serious study, and the sale is restricted to members of the medical 
and legal professions, clergymen, teachers, scientists and health and social 
workers,’’ a fairly comprehensive category that might be held to embrace 
a large section of the educated population. 

As stated in the author’s introduction the book before us is ‘addressed 
to and intended for responsible persons who wish to know the whole 
truth about sex and who can in turn use its information for the 
edification of the young and unlearned with whom, professionally or other- 
wise, they come in contact.’? The writer describes himself as a ‘Sexologist,’ 
a horrid mongrel (the term, not the writer), and has after his name long 
lists of letters, which show him to be a Fellow of the Royal Anthropological 
Institute, the Philosophical Society, the London College of Physiology and 
the Zoological Society. It was decided in a recent leading case in the High 
Court that the Fellowship of the Zoological Society did not necessarily 
imply learning or distinction in Zoology, and qualms as to the value of his 
other social attachments as qualifications for writing the whole truth about 
sex matters in 198 pages of crown octavo are clearly justified. 


“Sex and its Mysteries’? certainly covers a wide area:: after its first 
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two chapters come others on the Masculine and Feminine Organs, Pregnancy 
Embryology and Parturition, Puberty, the Sexual Act, and various medical 
subjects : Impotence, Sterility, Venereal Infections, and some social prob- 
lems such as Birth-Control, Prostitution and the Frevalence and Prevention 
of Venereal Disease. But the author set out to do the thing fully, whether 
he had first-hand knowledge and experience to guide him or not, for, as 
is constantly brought before the reader, there are many folk to be put right. 
As his introduction says ‘‘Between them, the moral reformers, the eugenists 
and the psycho-analysts, in their teaching of the fundamentals of sexual 
physiology to all and sundry, have brought about a sorry mess. It is, 
however, even did they wish it, too late to turn back. The only thing to 
to do is to continue to the logical end, to tell to the adolescents of both 
sexes, not a bit, but to tell them all.’ 


We wish, however, that in telling them the ‘all’ that he does with 
great assurance and in clearing up -the ‘sorry mess’ of others, his 
book was not so full of erroneous statements, and that he said his say 
in simpler and clearer language. He uses medical and scientific terms 
incomprehensible to the non-medical public and prefers to use ‘lipomatosis’ 
when obesity would do, and ‘rachitis’ instead of rickets, which would be 
readily understood by the vulgar. Among the startling statements he 
confidently makes is that if the entry of several sperms into the ovum 
occurs ‘fertilization by each in turn results in the birth of those mon- 
strosities which delight the patrons of Barnum and Bailey’s show’; that 
the clitoris is placed behind the urinary meatus and that ‘the law only 
requires as evidence of rape proof of penetration.’ He is great at raising 
Aunt Sallies that he can knock down, as for instance, about the hymen; 
there ‘has become accepted by the laity, fanned and nourished by many 
members of the medical profession, inculeated by scores of pseudo-scientific 
sexual books, the gargantuan fallacy that the unbroken hymen is a 
certain sign of virginity, and conversely that its absence is a sure sign of 
defloration.’ And so we might go on were it worth while to do more than 
show that a compiled book like this can have no appeal save to those 
attracted by its title. 

J.aoeck 


“Diseases of Women.’? Fourth Edition. By Tren TracHErs, under the 
direction of Comyns Berkeley. Edited by Comyns Berkeley, H. Russell 
Andrews, and J. S. Fairbairn. London: Edward Arnold and Co., 
1830. Pp. 558. Price 18/-. 


In the preface to this, the fourth, edition of ‘Ten Teachers,’’ it is stated that 
a thorough revision has taken place, also that the personnel of the contribu- 
tors has been slightly altered. Unlike the case of another group of ten 
gentlemen, that of the Nursery Rhyme, the disappearance of one or more 
members has not been allowed to leave gaps—their places have been taken 
by other teachers ‘“‘from the same schools.’’ A revision of this text-book, so 
widely read by junior students, was due, in order that important advances 
in our knowledge of the physiology of the female genital organs should be 
presented. This has been achieved by the rewriting of the sections on 
menstruation, the ovarian functions and the action of the other ductless 
glands. In the space at the writers’ disposal a good account has been given 
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of the new facts and of the theories to which they have given rise. The 
section on Methods of Investigation is seriously weakened by the complete 
absence of any reference to the use of the speculum (this word is not even 
in the Index). The instrument is of such great value in the diagnosis of 
really early carcinoma of the cervix (a matter of considerable opprobrium 
to the profession) that it is imperative that the student, at the outset of his 
career, should be taught its value and trained in its use. On the other 
hand, the uses of the uterine sound are fully, discussed. 

As a general rule well-balanced accounts of the pathology, diagnosis 
and treatment.of the various diseases are given and the student who has 
studied the book systematically should be fully prepared to face any reason- 
able examination question, either on paper or ‘‘across the table.” 

A chapter devoted to Endometriosis and Adenomyosis gives a succinct 
account of the subject, but, perhaps, hardly enough to enable the student 
to form a mental picture of the disease. This could be greatly aided by 
the use of a few carefully selected illustrations. 

Otherwise the book is liberally illustrated, and for the most part by 
pictures which are clear, accurate and instructive. The Editors obviously 
recognize the great importance of visual impressions in teaching, and might, 
therefore, be willing to accept the suggestion that some of the illustrations 
of uterine fibroids and ovarian growths might easily be improved upon. 

Section X, on the Psychological factor in the pelvic disorders specially 
considered in this book, is of particular value, both to the junior student 
and to his teachers. It is written with sympathetic understanding, unusual 
insight and with a tinge of humour which should attract the student to 
read it more than once, although it may not appear to him likely to be of 
special value in a qualifying examination. A true appreciation of its 
teaching will be of the utmost value to his patients in the years to come, 
and it is good evidence of wisdoin on the part of the Editors to have included 
such a chapter in an elementary text-book.. 

The excellent balance already noted, is well maintained in the final 
section on gynecological operations ; just enough for the student. 

The Index is good, but the Table of Contents at the beginning could be 
easily improved by the use of sub-headings. 

It is the duty of the critic to praise, whenever possible, as well as 
criticise, and happy is he who can do this with an easy conscience. This 
book has been carefully compiled by teachers of experience, with the object 
of providing sound teaching on the elements of the Science and Art of 
Gynecology. They have done well. The book can be strongly recommended 
to other teachers for the use of their students. The revision has been well 
worth while in another sense, inasmuch as the book is much thinner and 
lighter and altogether easier to hold and to read than its predecessors. 


M. Hi: P. 


“Radium in General Practice.’ By A. James LARKIN, B.Sc., M.D., D.N.B. 
Paul B. Hoeber. New York. 1929. 304 pages, 28 illustrations. 


THE author states that the object of this treatise, which covers 291 pages, 
is to make available for the general practitioner the elements of radium 
therapy, so that he may weigh its value and therapeutic possibilities in 
comparison with other methods. He endeavours to supply readable and 
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understandable data on radium treatment, with reactions and prognosis 
in the lesions most commonly treated. 


The book is divided into five parts, dealing with general considerations, 
including the mechanics of radium, the biological reactions, the general 
methods of application, contraindications and dangers: general diseases, 
gyneecological diseases, miscellaneous tumours and carcinomata and skin 
lesions. It contains 28 illustrations showing radium applicators and the 
methods of application in various conditions, including uterine hamorr- 
hage and cancer of the cervix. 

The discussion of the radium treatment of individual lesions is con- 
sidered under the headings of pathology, indications for therapy, applica- 
tion of the radium, with general technique and methods employed, 
general and local reactions and prognosis. At the end of most of the 
sections there is a bibliography. A supplementary bibliography is pro- 
vided at the end of the book, also an index. 

The author does not suggest that the practitioner should himself apply 
the radium but recommends close co-operation between the radiologist, 
the internist, gynzecologist, neurologist and the specialist in whatever 
field the lesion lies. 

The opening section on the mechanics of radium is very sketchy and 
the accuracy of some of the figures can be questioned, the error so 
commonly found in medical papers, that the dose of radiation varies 
inversely with the square of the distance, is repeated. It is evident that 
the applicators cannot be regarded as point sources and they are not used 
sufficiently far off to count as such. 


The section dealing with cancer of the cervix is surprising. The draw- 
ing illustrating the method of application does not recognize the principle 
advocated by all leading clinics of ensuring a base of radiation as wide 
as possible to the pelvic floor. The radium tubes are so placed that the 
parametria cannot possibly be effectively treated. The author talks 
repeatedly of radium necrosis and sloughing as a normal result of treat- 
ment, and on page 78 states that the reactions following adequate radium 
treatment are usually severe. Such experiences are those of the early 
days of radium therapy, occurring now only in exceptional cases; they 
are usually looked upon as indicative of faulty technique. The most 
recent references to the work of the Faris and Stockholm schools in the 
bibliography at the end of this section are dated 1923 and 1925. Much 
progress has been made since then and it is unfortunate that the more 
recent publications from these cities have not been consulted. 


The section on carcinoma of the rectum is almost as astonishing. The 
author states that radifim in various forms is well suited to destroy or 
inhibit this common malignancy and that the resistance of adjacent normal 
bowel and the remoteness of vital structures permit adequate dosage with 
little fear of dangerous complications and sequela. The method of 
treatment which is described as that in most common use is the insertion 
of a radium capsule in the lumen of the involved seginent. Could any 
teaching be more dangerous: or more contrary to modern opinion ? 

The book gives no discission on the principles of radium therapy and 
supplies no precise data proving the value of the various methods of 
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treatment described. At the end of most of the sections there is a sum- 
mary of the history of one illustrative case. 


The author hopes that the publication may prove of value in assemblitig 
reliable data and experiences. He has undertaken an extremely difficult 
task, and one, perhaps, too large for any man engaged in general radio- 
logical practice to accomplish alone. 


H. Chambers. 


“Obstetrics for Nurses.”? By C. B. REED, M.D., F.A.C.S., and C. L. 
GREGORY, R.N., B.S., M.D. Publishers in this country—H. Kimpton. 
Third Edition, Price 12/6. 


THE authors’ aim in this’ book is to give a brief and concise description of 
the conservative methods of treatment which they have found successful 
during years of practical experience, omitting all vague and untried theories. 

The anatomy of the pelvis, pelvic organs and the mammary glands is 
briefly described. Physiology is given in greater detail and the section 
dealing with abnormal pregnancy is particularly good. Their treatment of 
eclampsia will not be generally accepted in this country. As the book is 
written for obstetric nurses, not midwives, no details of treatment are given, 
the mechanism of labour is well illustrated. In the management of the 
puerperium strong aperients are apparently administered frequently, and 
exercise is not encouraged during the first few days, the patient feeding her 
baby lying flat in bed. 

Apart from these points, general care and the various difficulties 
occurring during lactation are well described. The suggestion that in some 
cases involution may’ be complete on the fifth day, and therefore such 
patients might be allowed up might be misleading to inexperienced pupils. 
The various obstetric operations are fully described, preparation of the 
patient and lists of instruments required are included in this section. 
Various rather obscure types of contracted pelvis are described and illus- 
trated. The value of this to the obstetric. nurse is doubtful. 

The book is a synopsis rather than a text-book, as we understand the 
term, and will appeal to midwives who like concise tabulated lists. The 
various nursing procedures are well described. Methods of sterilization 
are included. The book which is extremely well produced and illustrated 
throtighout, is completed with a therapeutic index, lists of diets, various 
formule, and a glossary, and may be safely recommended to obstetric 
nurses. M. W.S. 
“The Physiological Principles of Hydrology.’”? By R. G. Gorpon, M.D., 

D.Sc., F.R.C.P.Ed.; and F. G. THomson, M.A.,.M.D., F.R.C.P.. 

‘The Modern Treatment Series : Jonathan Cape. Price 5/-. 


In the 126 pages that comprize this small book, Doctors Gordon and 
Thomson of Bath provide a very useful and informative outline of the 
principles upon which the application of hydrological methods of treatment 
are based. 

A very readable and entertaining history of the subject is given in the 
opening chapter. This is followed by three chapters devoted to a considera- 
tion of the physiology of the skin, of the circulation and of the nervous 
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system. In a subsequent chapter, reference is made to the physiology of 
metabolism. This naturally leads up to a description of the various 
types of mineral water to be found in this country and abroad. The 
authors point out that the reputed action of the chemical contents of 
many natural waters has been held to explain their activity, the effects of 
the water itself being neglected. At the same time some critics have 
found themselves unimpressed by the chemical analyses of various waters 
and have gone to the other extreme and declared that any effects produced 
are due to nothing more than the, water itself. The authors conclude that, 
as usual, the truth lies between these two extremes. In passing, we 
wonder whether Cheltenham would agree with the statement that alkaline 
water does not exist in Great Britain. : 

A chapter devoted to Endometriosis and Adenomyosis gives a succinct 
of mineral waters. No more than a brief outline is attempted but the 
authors have succeeded in giving a very. concise description of the chiei 
methods in common use. Reference is made to the ‘‘Plombiére’’ douche 
and the evil effects that may follow the use of unduly large injections, by 
causing further distension of an already atonic colon. 

They pointed out that although the douches may relieve constipation 
they are in no sense a cure for it. The definite value of the Plombiére 
douche as a physical cleansing agent is in danger of being obscured by 
reason of the disrepute into which it will fall on account of the extravagant 
claims that are made for its use in all sorts and conditions of disease. 

The last chapter deals with the application of hydrology to certain 
diseases. Among them, we note that fibrositis, neuritis and various forms 
of joint affections occupy the first place. Some consideration is accorded 
to metabolic abnormalities, such as gout and obesity. Conditions affecting 
the liver, kidney, bladder, the cardio-vascular and the respiratory systems 
also receive attention. 

With regard to gynecological conditions, the authors maintain that 
the high reputation which a course of baths and waters formerly enjoyed 
for the cure of sterility, probably owed its existence to the fact that 
certain chronic inflammatory conditions of the pelvis are undoubtedly 
relieved by appropriate balneological treatment directed to this end. 

Hot immersion baths combined with local internal douches help 
materially to relieve chronic pelvic congestion and may often be suitabiy 
and effectively used in various types of chronic diseases peculiar to women. 
Cases of cervical catarrh, chronic endometritis, chronic salpingitis and 
congestive dysmenorrhcea, frequently derive great benefit from a course 
of treatment on hydrological lines. 

With regard to the latter conditions the authors state that the constant 
aching pain from which such patients usually suffer, together with the 
aneemia and debility with which they are so commonly associated, often 
combine to produce a condition of nervous depression and instability 
which renders the patient a burden to herself, an affliction to her friends 
and the despair of her medical attendant. In such cases, and when there 
is no indication for surgical treatment, the mental and moral effect of a 
change from home stirroundings, together with the undeniably satisfactory 
results which follow a course of balneological treatment, may often be 
found of very great advantage, and Spa treatment is perhaps hardly 
utilized as much as it might be in this type of disorder. M. Ray. 
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“The Anatomy of the Female Pelvis : Descriptive and Applied.’”? By F. A. 
MacuIirRE, D.S.O., M.D., Ete., Angus and Robertson, Ltd., Sydney, 
Australia. Second edition. 


Since the publication of the first edition of this book, the contents of which 
are based on lectures and demonstrations dealing with the anatomy and 
contents of the female pelvis, with special reference to Gynecology, 
delivered by the author to senior students, Professor Maguire, after further 
research, published in the Medical Journal of Australia for 1927, ‘‘A Critical 
Survey of the Anatomy of the Female Pelvis,’’ based on sections and 
dissections. This is now embodied in the present volume. The original 
sections are in the Wilson Museum of Anatomy in Sydney, but a series 
of casts of these specimens is available for students at the Royal College 
of Surgeons’ Museum, in London. 

The description of the bony pelvis is brief, that of the pelvic organs 
and the muscles forming the pelvic diaphram is very comprehensive. This 
section is illustrated with clear line original diagrams and also includes 
reference to disturbed function, the possibility of injury during operative 
procedures, and the changes which occur during the different stages of 
sexual life in the female. The section dealing with applied anatomy is 
very concise and embodies the maximum amount of information in the 
minimum number of words. The section dealing with the anatomy of 
physical examination should prove of real practical assistance to students 
in their clinical work. The teaching throughout is extremely clear, and 
should be of considerable value to students preparing for examinations. 


M. W. S. 


“Recent Work on Colporrhaphy, Rheumatism and Coli Bacilluria."' 
(2nd Edition). By E. HersketH Roserts, M.B., B.S. (Lond.}, 
F.R.C.S, (Edin.). London. H. K. Lewis and Co., Gower Place; 
pages 32, illustrations 15; price 2/6. 


THE author has added an appendix to the second edition. The first 
part describes the author’s method of simplifying the technique in 
posterior colpo-perrineorrhaphy, in cases presenting unusual difficulties. 
In the second part the author states his experience that ‘‘a rheumatic 
patient will stand an operation much better after effective anti-rheumatic 
treatment than before’? and thinks it possible that similar precautions 
may help to diminish the percentage of puerperal sepsis. 
c. B. 


“Modern Infant Feeding.’’? By BERNARD Myers, C.M.G., M.D., M.R.C.P., 
Jonathan Cape Itd., London, 1930. pp. 160. Price 5/-. 


Tus little book is one of the Modern Treatment Series published under the 
general editorship of Dr. F. G. Crookshank. The author has succeeded 
in compressing a great deal of information into a small, handy, and cheap 
book. - 

The clinical and practical sides of the problem are kept well to the 
forefront throughout. Only a very brief reference is made to the anatomy 
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and physiology of the infant’s alimentary tract. Again, Dr. Myers wisely 
omitting discussion on the merits and demerits of various methods of 
artificial feeding, gives very adequate description of a method which 
receives wide acceptance. For these reasons the book should be of 
practical assistance to the General Practitioner. 

H. E. A. B. 


Dr. KEDANARTH Das’s work on ‘‘Obstetric Forceps, its History and 
Evolution,’? a review of which appeared in Vol. 36, No. 3, p. 616 of this 
Journal, can be obtained from H. K. Lewis & Co., 28, Gower Place, 
London 
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The British Medical Journal. 


April 5th, 1930. 
*Sterility in women. W. Blair Bell. 
Pregnancy diagnosis station. Report. F. A. E. Crew. 
Throat infections in puerperal sepsis. James Young and A. S. Garden. 
(Correspondence). 
April 12th, 1930. 
Anesthetics in midwifery. F. M. Rowland. (Correspondence). 
April 19th, 1930. 
Throat infections and puerperal sepsis. W. W. King. (Correspondence). 
Aneesthetics in midwifery. E. G. Boyle. (Correspondence). 
April 26th, 1930. 
Sterility in women. H. Leith Murray. (Correspondence). 
Throat infections and puerperal sepsis. B. R. Nisbet. (Correspondence), 
May 3rd, 1930. 
*Puerperal sepsis. E. Farquhar Murray. 
Flavine in perineal dressings. M. A. Dobbin Crawford. 
Ovarian cyst or ascites. A. J. Blaxland. (Correspondence). 
Quinine in albuminuria. A. R. Neligan. (Correspondence). 
Sterility in women. J. S. M.Counell. (Correspondence). 
May toth, 1930. 
Uterine fistula. W. F. Brayne. 
Sterility in women. W. Blair Bell. (Correspondence) . 
Coitus in pregnancy. F. W. Cotton. (Correspondence). 
May 17th, 1930. 
A case of ruptured ovarian pregnancy. E. L. Graff, 
Twisted ovarian cyst in a child. C. B. Macrae. 
Puerperal infection. H. Burt-White and R. R. Armstrong. 
pondence). 
Sterility in women. T. C. Clare. (Correspondence). 
*Value of the bromine test for diagnosis of pregnancy. Gladys H. Dodds. 
Maternal mortality. Henry Jellett. (Correspondence). 


(Corres- 


Sterility in women. H. Leith Murray and Kenneth Walker. Corres- 
pondence). 
June 7th, 1930. 
*The occipito-posterior case. Douglas Miller. 
Sterility in women. W. Blair Bell. (Correspondence). 
June 14th, 1930. 
Sterility in women. D. J. G. Johnson. (Correspondence). 
June 21st, 1930. 
Maternal mortality. Dame Louise McIlroy. (Correspondence). 
Instrumental rotation in occipito-posterior case. R. Watson. (Corres- 


pondence), 
June 28th, 1930. 
*Urgent uterine heemorrhage of constitutional origin. A. Sharman. 


The occipito-posterior case. A. H. D. Smith and D. C. Williams. 
(Correspondence). 


Sterility in women, V, C. Robinson. (Correspondence). 
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Sterility in women. 

Contraceptive measures vitiate statistics on sterility, but the evidence 
available tends to show that the fertility of women has not changed during 
the last 50 years. The husband should always be examined before the 
wife. Sterility in women may be due to congenital and acquired lesions, 
to imperfect development and to physiological dysfunction, and lastly to 
psychical factors. Modern methods of investigation and treatment are 
described. 


Puerperal sepsis. 


Prior to May Ist, 1929, the system by which septic and clean cases were 
separated at the Princess Mary Maternity Hospital was unsatisfactory on 
account of poor accommodation. This paper is based on the results of a 
greatly improved system by which cases are classified as clean, suspect or 
septic. Suspect and septic cases are rigidly isolated, as also is any clean 
case showing the least evidence of an inflammatory process. Marked 
improvement in the results is shown on the charts. 

An extensive investigation was carried out on the throats of all 
attendants. The conclusion drawn from the results of this investigation 
is that carriers of hemolytic streptococci are very common and are not 
a danger to the parturient woman if the technique is sound. The general 
view of the author is that outbreaks of fever in maternity hospitals are 
due to contagion and are preventable. 


Value of bromine test for diagnosis of pregnancy. 
In a large series of cases from University College Hospital, London, 
it was found that among pregnant women the error was 25 per cent, and 


among non-pregnant women it was 13 per cent. The test is, therefore, of 
little value. 


The occipito-posterior case. 

In the Edinburgh Royal Maternity Hospital, one sixth of the emergency 
admissions were occipito-posterior cases and it was shown in 1928 that one- 
third of all failed forceps cases were due to the same cause. In the great 
majority of cases, the presentation had not been diagnosed. After going 
through the methods of diagnosing this presentation the author considers 
the treatment before and during labour. Before labour, Buist’s pads are 
of great value in cases of delayed engagement of the head, particularly in 
primigravidee. In such cases relative extension is present and complica- 
tions of labour are common. During labour, normal engagement and non- 
rupture of the membranes signify good flexion and consequently treatment 
may safely be advised. In the majority of persistent posterior cases, there 
are usually clear indications of bad flexion early in labour. The indications 
are premature rupture of the membranes, delayed engagement of the head 
and audibility of the foetal heart, anteriorily as well as posteriorly. In such 
cases intervention is indicated. 


Urgent uterine hemorrhage of constitutional origin. 


After reviewing the literature on this subject, the author quotes seven 
cases, six of them fatal, in which no local cause could be found for the 
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bleeding. The general diseases present seem to have been purpura hzmor- 
thagica, chlorosis, pernicious anemia, myxoedema, chronic nephritis, un- 
known and aplastic anemia. 


The Lancet. 


April 12, 1930. 

The foetal heart beat. C. R. Corfield. 
April 26, 1930. 

*Pressure caused by abdominal tumours. G. W. Theobald. 


May 3, 1930. 
A case of Caesarean hysterectomy for fibroids associated with recto-vulval 
fistula. A. M. Claye. 


May 10, 1930. 
Cesarean section under spinal anesthesia. J. W. Burns. 
The toxeemias of pregnancy. Experience in Siam and impressions while 
travelling. (Special article). G. W. Theobald. 
The causes of neonatal death. (Special article). An abstract of the M.R.C. 
report No. 145. J. N. Cruickshank. 


May 17, 1930. 
*What can we expect from radium in the treatment of cancer? J. Murdock. 
*The Dick test in relation to incidence of puerperal infections. Lois Stent. 
Ceesarean section under spinal analgesia. Beckwith Whitehouse and Henry 
Featherstone. (Correspondence.) 
May 24, 1930. 
*The causation of eclampsia. G. W. Theobald. 
May 31, 1930. 
Avertin anzesthesia in gynecology. J. Young. 
The causation of eclampsia. R. H. Paramore and R. Chalmers. (Corres- 
pondence.) 


June 7, 1930. 
The causation of eclampsia. G. W. Theobald. (Correspondence.) 
June 21, 1930. 
The causation of eclampsia. P. D. H. ‘Chapman and R. H. Paramore. 
(Correspondence.) 
Ceesarean section under spinal anesthesia IL. F. O’Shaughnessy. (Corres- 
pondence.) 
June 28, 1930. 
*Clinical experiments with cestrin. E. C. Dodds and J. D. Robertson. 
The causation of eclampsia. G, W. Theobald. (Correspondence.) 






Pressure caused by abdominal tumours. 

In support of the suggestion that the pressure effect of the pregnant 
uterus may have some bearing on the toxeemias of pregnancy, five cases 
are quoted showing the disappearance of albumin in the urine following 
removal of large benign ovarian tumours, 
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What can we expect from radium in the treatment of cancer? 

In the section of this paper on cancer of the cervix the author points out 
that radium and X-rays should be employed together. The technique 
employed at Brussels is practically the same as the Paris technique. 
Radium is not applied if the temperature is raised and X-rays may be 
given first in such cases. He describes a new intra-uterine applicator of 
aluminium. The technique and dosage is given in detail. As no five-year 


results are available yet from this centre, the results up to four years are 
given 
g : 


The Dick test in relation to incidence of puerperal infections. 

The Dick test is not a reliable method of indicating susceptibility to 
puerperal infections. Both severe and moderate infections occurred as 
frequently in the negative as in the positive cases. 


The causation of eclampsia. 

Eclampsia is a disease with a geographical distribution. It is common 
in Scotland and rare in many of the Eastern countries. This fact is opposed 
to the placental toxin theory. Other evidence against this theory of 
causation is given. The one constant finding in all cases of fatal eclampsia 
is areas of focal necrosis in the liver. Evidence is given to show that 
albuminuria may be caused in a pregnant woman by pressure or traction 
on the renal veins during the later weeks of pregnancy. It is almost true 
to say that a woman with obvious nephritis never develops eclampsia. The 
author considers that eclampsia is caused by toxins absorbed from the 
bowel which, owing to the breakdown in the defences of the body, are not 
detoxicated. He suggests that a deficiency in ionized calcium is the cause 
of the breakdown. The toxins damage the liver, which results in various 
inetabolic changes. A series of experiments was performed on dogs. It is 
shown that the blood of eclamptics is not markedly toxic, that operative 
separation of the placenta does not cause toxemia, and that oxalates cause 
death with convulsions. It is also shown that intestinal stasis causes liver 
and kidney damage and, that a lean meat diet in dogs causes constipation, 
liver and kidney damage and, if the animal be pregnant, death of the 
foetus. 


Clinical experiments with cestrin. 

After a brief review of the history of cestrin and of the methods 
of standardization, its effect on animals and on women is considered. In 
animals the effect of subcutaneous injection is as follows: (1) It produces 
cestrus in ovariectomized animals. (2) It prematurely brings on puberty in 
young female animals. (3) It causes abortion in pregnant rats or mice. 
No effect is obtained with oral administration. 

The dosage of the water-soluble material used clinically was 1o rat units 
daily for about two months. The conditions treated were amenorrhcea, 
menopausal symptoms and attempts to induce premature labour. The 
treatment, was successful in 10 out of 32 unmarried women with amenor- 
rhoea, and in 18 out of 30 similar married women. In two cases of bilateral 
odphorectomy, menstruation was restarted. In five cases of the natural 
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menopause, an abatement of symptoms was noted. The results of attempted 
induction of labour were inconclusive. 


A. Walker. 


The Practioner. 


Vol. exxiv, No. 3, March, 1930. 
Excessive menstrual bleeding: its tratment by X-rays. F,. Hernamen- 
Johnson. 
Vol. cxxiv, No. 4, April, 1930. 
*A note on acidosis in relation to amenorrhcea. A. A. Osman and H. G. 
Close. 
Vol. cxxiv, No. 5, May, 1930. 
Diagnosis in gynecology. A. E. Chrisholm. 
Vol. cxxv, No. 1, July, 1930. 
Infant feeding : the amount of food required. L. Findley. 
A record of difficult breast feeding cases. R. C. Jewesbury. 
The uses of starch in infant feeding. D. Paterson. 
Some difficulties of infant nutrition. E. A. Barton. 
Hypertrophic stenosis of the pylorus and cesophageal obstruction in 
infancy. F.-J. Poynton. 
Vol. cxxv, No. 2, August, 1930. 
*The pelvic joints during and after parturition and pregnancy. R. Brooke. 


A note on acidosis in relation to amenorrhea. 

In the physiological and pathological conditions in which amenorrhcea 
occurs a low plasma bicarbonate is frequently found. The authors, 
thinking that there might be some relation between the two, carried out 
estimations of the plasma bicarbonate in a number of cases of primary and 
secondary amenorrhcea, not associated with gross pelvic abnormality, nor 
with obvious general disease. They investigated the plasma bicarbonate 
in 31 patients at Queen Mary’s Hospital, Stratford. The only symptom 
present in these cases was the missing of the last two or three menstrual 
periods, the patients had all attended hospital in order to ascertain whether 
or not they might have become pregnant. The average plasma bicarbonate 
for this group was 0.0285 M, the normal for a perfectly fit woman being 
0.0300 M. Acidosis was therefore commonly found in these cases of 
secondary amenorrhcea. The authors found that they were able to raise 
the plasma bicarbonate to a normal value by large quantities of alkalis by 
the mouth. Moreover, the normal menstruation function was restored ‘in 
a sufficient number of cases to suggest that the relationship between 
amenorrhoea and acidosis was of considerable importance. 


The pelvic joints during and after parturition and pregnancy. 

The author begins by discussing the sex differences in the sacro-iliac 
articulation. Until puberty the characteristics of this joint are the same 
in both sexes ; thereafter the male joint develops along the lines of strength 
and security, the ligaments becoming thicker and harder, whereas,.in the 
female, strength and security are sacrificed for increased mobility, the 
ligaments remaining lax and soft. From birth to puberty there is diminu- 
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tion of mobility in both sexes; after puberty, in the female, a rapid 
increase in mobility takes place which attains its maximum at the age of 
25. In keeping with this is the high incidence of affections of the sacro- 
iliac joint in women at that period of life when the joint is most movable. 

The author says that post-mortem examinations on pregnant women 
show that at full time the range of movements is increased approximately 
two and a half times above the maximum degree present in the non- 
pregnant woman. The increase in mobility during pregnancy takes place 
gradually; it is usually recognizable at the fourth month; during the 
seventh, eighth and ninth months the mobility increases more rapidly. 
After parturition the normal stability is regained in three or four months. 
The return to stability is related to the rate of involution of the uterus, 
sub-involution being associated with a persistence of the lax condition 
which is present at term. The symptoms in cases of this type make their 
appearance some months after confinement and there is always a history 
of sub-involution. Brooke says that joint laxity also follows difficult 
labour. Disparity between the size of the foetal head and the maternal pel- 
vis causes the sacro-iliac ligaments to be stretched, with resulting laxity. 
In such cases the history is not one of delayed uterine involution, but either 
of the birth of an abnormally large child or of a difficult labour, in which 
considerable moulding of the head has been a feature. Partial sub- 
involution sometimes follows difficult labour. For this to occur, first, the 
ligaments must be overstretched and the joint itself must be abnormally 
lax; and secondly, some irregularity of the articular area or of the small 
intra-articular tubercle must be present. Such cases are characterized 
clinically by the sudden onset of sacro-iliac disorder after pregnancy, and 
usually immediately following some form of trauma, such as a blow or a 
fall. The sudden trauma thrusts the sacrum forwards, partially dislocating 
it from the iliac surface on one or both sides in a forward direction, in 
which position it is held by the anterior and posterior ligaments which 
are now taut. The forward projection of the sacral promontory may make 
subsequent labours difficult and Brooke offers it as an explanation of some 
of the cases in which an easy first labour is subsequently followed by a 
difficult second labour. 

The author stresses the importance of preventive treatment. He 
suggests that patients suffering with delayed involution of the uterus 
require a much longer period of rest in bed than is at present 
recognized, in order that their pelvic ligaments may have time in which 
to tighten and return to their normal condition before the weight of the 
body is thrown upon them. The date of rising after child-birth should, 
he says, be determined by the condition of the pelvic joints rather than 
by the state of the woman’s general health, and that it should vary 
directly with the size of the foetal head, and inversely with the size of the 
mother’s pelvis. 


F. R. 


Journal of Physiology. 
Vol, Ixviii, No. 4, January 27, 1930. 
*Observations on the standardization of the water-soluble, cestrus-produc- 
ing hormone. H. Allen, H. A. F. Dickens and E. C. Dodds. 
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Vol. Ixix, No. 3, May 31, 1930. 
*The influence of vitamin A deficiency on the oestrus cycle of the rat. II. 
K. H. Coward, B. G. E. Morgan, and F. J. Dyer. 
The relative amounts of vestrin required to produce the various phenomena 
of cestrus. G. F. Marrian and A. S. Parkes. 
Vol. Ixix, No. 4, June 27, 1930. 
*On the synergism between cestrin and oxytocin. A. S. Parkes. 


Observations on the standardization of the water soluble, cestrus-producing hor- 
mone. 

In a highly technical paper, Allen, Dickens and Dodds, discuss the 
difficulties arising in the standardization of the cestrus-producing hormone. 
The principal difficulties are: (1) The evaluation of the vaginal smears. 
(2) The mode of administration of the hormone in respect to spacing of 
the doses. (3) Variations in the response of different batches of material. 
The authors studied these problems by the construction of a series of 
graphs, which show (1) The relationship between the dose of the hormone 
administered and the percentage of rats showing a positive cestrus res- 
ponse. The graphs include experiments in which different criteria of 
cestrus are taken, and they also show the effect of different materials on 
various groups of rats. These groups show that comparable results are 
cbtainable. (2) The effect of administering the active material in a single 
dose emulsified with oil, and (3) In a series of doses given by the mouth. 

The applications of these experiments to the question of standardization 
is discussed, and a method for routine use is described. 


The influence of vitamin A deficiency on the oestrus cycle of the rat. 

The authors found that the substitution of extracted light-white casein 
(B.D.H.) for the vitamin free casein (Glaxo) previously used in the 
laboratories has ensured, in vitamin A studies, a cessation of growth due 
only to a lack of vitamin A. A repetition of their previous work on the 
influence of vitamin A defiency on the cestrous cycles of the rat, using 
the improved technique, does not contradict their earlier conclusions. It 
has enlarged their experience of their inability to rely upon the continuous 
occurrence of cornifield cells in the vagina as a criterion of vitamin A 
deficiency. 


On the synergism between cestrin and oxytocin. 

The author found that the old total posterior pituitary extract, pituitrin, 
caused abortion or reabsorption in pregnant mice, when given in doses of 
one or inore units. Oxytocin, however, was found to be practicaliy without 
cfiect even in doses as large as five units. The discrepancy is accounted 
for by the experimental finding that comparatively small amounts of 
vasopressin will terminate pregnancy. It was not found possible regularly 
to cause abortion by a single injection of water soluble cestrin, but 380 
units given in a series of injections over 36 hours usually produced abortion 
in 36 hours to 48 hours. 260 units, given in 13 injections over 12 hours, 
failed to produce regular abortion; but the administration of one or more 
units of oxytocin, immediately after the last injection of cestrin, was found 
to cause evacuation of the uterus one to six hours later. This reaction time 





-Review of Current Literature 619 


is in marked contrast to that required (36 to 48 hours) for abortion follow- 
ing the injection of adequate amounts of cestrin. The author points out 
that this result is in keeping with the work of Bourne and Burn who 
showed that cestrin will sensitize the uterus to the oxytoxic principal of 
the posterior pituitary body. Parkes found that cestrus recurs at varying 
intervals after induced abortion in the mouse, but usually before it would 
have appeared if pregnancy had proceeded to term. He discusses the 
bearing of his results upon the theories of the initiation of parturition. 
BoR: 


The Canadian Medical Association Journal. 


Vol. xxii, No. 1, January, 1930. 
Obstetrical emergencies in general practice. M. E. Gorman. 
Pregnancy as a cause of disturbed vision. J. Rosenbaum. 
A simple chemical test for pregnancy. (Clinical notes.) 
Vol. xxii, No. 2, February, 1930. 
The pathology of cervical ectropion (cervical erosion). J. R. Goodall. 
Sex hormones of the female. J. B. Collip. 
The ovary stimulating hormone of the placenta. J. B. Collip. 
On the clinical use of the ovary stimulating hormone of the placenta. 
A. D. Campbell and J. B. Collip. 
Eclampsia. H. D. Cowper. 
Severe haemorrhage from a ruptured lutein hamatoma. H. W. Johnston. 
Vol. xxii, No. 3, March, 1930. 
Hypopituitarism with special reference to its sexual manifestations. 
N. EF. Berry. 
A method of transcervical drainage in purulent infections of the pelvis 
requiring supravaginal hysterectomy. IL. Gerin-Lajoie. 
An ovarian pregnancy. J. R. Goodall. 
A case of heematosalpinx simulating appendicitis in a flat pelvis, at eight 
and one half months’ pregnancy. W. J. Stevens. 
Vol. xxii, No. 5, May, 1930. 
A case of ectopic gestation at full time. A. H. Singleton. 
Vol. xxii, No. 6, June, 1930. 
*Further observations on an ovary stimulating hormone of the placenta. 
J. B. Collip. 
Some observations on the thymus in early infancy. E. H. Shannon. 
*Types and treatment of abortions. W. A. Dafoe. 
A report of an unusual case of haemorrhagic disease in the newborn. 
G. Chown. 
Vol. xxiii, No. 1, July, 1930. 
*A review of the methods of diagnosis and treatment of sterility in the 
female. M. C. Watson. 
*Full time extra-uterine pregnancy. L. D. Wilcox. 
The Dick test and puerperal infection. (Editorial.) 


Further observations on ovary stimulating hormone of the placenta. 
For long it has been known that the placenta contains a substance 
capable of producing cestrus changes in the uterus and in the vagina of 
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odphorectomized animals, in this way duplicating the endocrine function 
of the ovary. This substance is known as cestrin, it is soluble in lipoid 
but not in water; it is destroyed by high temperatures, by acids and by 
alkalies, and it cannot be administered orally. It has not been shown to 
have a stimulating action on the ovary. Intra-peritoneal injections of a 
suspension of placenta into rabbits produced changes in the ovaries, 
especially in the appearance of numerous corpora lutea. This activity is 
obtained only in the first half of pregnancy. No uterine enlargement was 
produced. The enlargement of the ovaries appeared due to secretion of 
cestrin by the ovary. Massive injections of saline extracts of the anterior 
lobe of the hypophysis produced gigantism in rats, together with suppression 
of the cestrus cycle and accumulation of lutea secretion in the ovaries. 
Ovulation in the hen was similarly suppressed. Intra-muscular implants of 
10 to 20 milligrammes of macerated anterior lobe of the hypophysis 
precipitated early puberty in mice with accompanying ovulation and 
copora lutea formation and the advent of cestrus. Repeated experiments 
confirmed this. 

None of these effects can be produced upon odphorectomized animals. 
This active principle appears to be present in the anterior lobe of the hypo- 
physis of all ages, in males to a greater extent than in normal females. The 
amount present decreases during pregnancy. It is also present in other 
human tissues, e.g., in the decidua and in the placenta, especially during 
the first half of pregnancy, in the corpora lutea of pregnancy, in the blood, 
and in urine during pregnancy. It is occasionally present in infants and 
sometimes in the amniotic fluid. An injection of two cubic centimeters of 
urine from a pregnant woman into immature mice produced cestrous 
activation of the genitalia and development of Graafian follicles. The 
reactions were not specific for pregnancy. Extracts prepared from the 
anterior lobe of the hypophysis, from the placenta and from the urine 
of pregnant patients produced the same effects as hypophyseal grafts, i.e., 
cestrous activation of the vagina and of the uterus, and a formation of 
corpora lutea such as occurs during vestrus with suppressed ovulation. The 
unit is usually taken as the amount which divided into six doses produces 
full cestrus in 100 hours. If the injections are continued the cvary enlarges 
to ten times its normal size and consists almost wholly of co1pora lutea, 
haemorrhagic and of the type seen during cestrus. The cyclic changes in 
the vagina tend to disappear and the muscular layers of cestrus to hyper- 
trophy. The effects may be ascribed to the internal secretion of the corpora 
lutea, the activity of which is demonstrated by the deciduoma reaction. The 
hormone may be present in the placenta. In pregnant mice and in pregnant 
rabbits the formation of new corpora lutea may be evoked, this formation 
is preceded by ovulation. Parturition is not disturbed. In immature male 
rodents there is an actelerated development of the genitalia, although 
spermatogenesis may be inhibited. In doves the testes enlarge after glycerol 
extracts of the anterior lobe of the hypophysis have been injected. In 
senile females the cestrous cycle may reappear and the ovaries may be 
reactivated. 

In rabbits and in dogs ovulation, following the injection of extracts of 
the anterior lobe of the hypophysis has been seen. In human subjects, 
implants fail to induce menstruration in delayed puberty or after the meno- 
pause. In cases of hydatid mole and chorion-epithelioma the pathological 
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tissues and the urine contain large quantities of the hormone. This may 
explain the lutein cysts which are found in the mies in these conditions 
or in the presence of hypophyseal tumours, 

The hormone is chemically very unstable ; it is Pvar eee" by heat at 60 
degrees centigrade, by acids, alkalies or digestive enzymes. It is highly 
diffusible. It is soluble in water and can be precipitated by alcohol. 
Dickens described a preparation, from the urine of pregnant females, which 
was precipitated with ammonium sulphate and.tannic acid. This is active 
in doses of 0.01 mgm. by subcutaneous injection; it is not destroyed by 
pepsin or trypsin. (Eéstrin, when present in the placenta or in the urine 
of pregnant women can be removed with ether. 

Alkaline extracts of the anterior lobe of the hypophysis promote growth 
with enlargement of the gonads and the formation of corpora lutea in the 
ovary with suppression of cestrus. Acid extracts do not promote growth but 
induce premature puberty. Luteinization may occur. This is also true of 
the extracts of placenta and of extracts of urine which are devoid of growth- 
promoting power. It is believed that two distinct hormones are produced. 
Weisner distinguishes ‘‘Rho-one,’’ which stimulates the secretion of cestrin, 
maturation of the Graafian follicles and corpora lutea formation from ‘‘Rho- 
two,” which maintains the corpus luteum and stimulates its internal 
secretion. Extracts of the anterior lobe of the hypophysis or of placenta 
made with sulpho-salicylic acid contain both principles. Zondek admits 
that there are two hormones—‘‘Prolan A,’’ which causes cestrin secretion, 
and ‘‘Prolan B,’’-which induces corpora lutea formation. Methods for the 
preparation of the hormone are fully described in this article. Numerous 
experiments are described at some length, with reports of the physiological 


results and pictures of histological findings in the ovary, in the vagina and 
in the uterus. The name suggested by the author for the placental hormone 
is ‘“Emmenin.”’ 


Types and treatment of abortions. 

Abortion is defined as the expulsion of the products of conception in 
whole or in part before formation of the placenta. The causes are general, 
local, and self-induced. 

General causes. Acute diseases such as fevers; chronic diseases such as 
syphilis. Developmental abnormalities of the ovum, such as cystic 
degeneration of the chorion. 

Local causes. Infection appears to play little part. Benign tumours 
tumours, for example, sub-mucous fibroids prevent implantation and 
nourishment of the ovum. Adenomyomata and polypi have little 
influence. Malignant tumours prevent pregnancy rather than cause 
abortion. 

Disturbed pelvic mechanics. Displacements, prolapse and lacerations 
may cause abortion, although displacement more often prevents than ends 
pregnancy. 

Self-induced abortion. It is stated that 4o per cent of incomplete abortions 
are self-induced. Of drugs taken for this quinine, castor oil, ergot, canthari- 
dies, lead pills, and Beecham’s pills are among the commonest. They are 
usually taken without results. Lead has been shown to destroy the 
syncytial cells and the cells of Langhans in the chorionic villi. 
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Of mechanical means the passage of catheters, knitting needles, slippery 
elm, douche nozzles, and toothbrush handles are used. This is done by 
the patient assuming the squatting position with a mirror propped on 
the floor and attempting to push the instrument into the cervical canal. 
Sometimes the instruments are boiled. Douching with strong solutions 
such as lysol, potassium permanganate, vinegar, mustard, carbolic acid 
is also favoured. 

Pathology and bacteriology. Hemorrhage occurs into the decidua 
basalis with separation of chorionic villi from the uterine wall and the death 
of the foetus. Organisms and toxins in the blood can bring about these 
changes. Organisms can always be found in the uterine curettings 24 
hours after complete or incomplete abortion. They may ascend from below 
or may be blood borne. In deaths due to abortion over 70 per cent are 
caused by the streptococcus heemolyticus. 

The clinical types of abortion are threatened, inevitable, complete, 
incomplete, and missed. Any one of these types may be septic or non- 
septic. 

Treatment. Threatened abortion requires rest and sedatives. Inevitable 
abortion should be rendered complete as soon as possible. The best method 
is to pack the cervix and fornices and give pituitrin intra-muscularly. If 
the ovum fails to come away under anzesthesia it should be removed with 
the finger, or with a pair of forceps or a curette. Full surgical technique 
should be maintained. In septic incomplete cases, surgical measures 
should be avoided and general treatment employed, especially in cases 
in which the streptococcus hamolyticus is present. Scarlet fever anti- 
toxin should be given intra-muscularly or intra-venously in these cases. 


A review of the methods of diagnosis afd treatment of sterility in the female. 

Recent literature on the subject is very profuse. A classification of 
the types and causes is very difficult; a lengthy table of causes under 
eight headings is given and appears fairly comprehensive. Different types 
of females are discussed; the eunochoid, the masculine, the obese, and 
the neuter; a condition of infantilism is outlined. Investigation is to be 
made of the condition of development and of the general and local health. 
Of course a detailed investigation of the genitalia must be made; this last 
includes such special procedures as gas inflation of the Fallopian tubes 
and opaque injection into the uterus and Fallopian tubes with X-ray 
visualization. The male should be investigated, for the male is respon- 
sible for the sterility in 26 per cent of the recorded cases. The best test 
of male virility is the presence of spermatozoa in the cervical mucus. 
Endocrine aberrations are to be discovered and corrected. Hyper- 
thyroidism, is the commonest endocrine cause of sterility and of abortion ; 
hypopituitarism and underfunction of the ovaries are discussed with the 
methods of investigation of these functions. 

The methods of treatment are discussed under general and dietetic 
headings, and local measures are considered under douching with weak 
alkaline solutions, dilatation, curettage, gas inflation, opaque injections 
of such substances as lipiodol, correction of misplacements of the uterus, 
repair of cervical lacerations, salpingostomy, ovarian grafting from another 
woman, and thyroid and ovarian administration. 
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Full time extra-uterine pregnancy. 

A healthy woman, aged 29 with three children, had an apparently 
normal period on February 6th; after this had finished she was seized with 
sudden severe pain in the left lower quadrant of the abdomen, vomiting, 
and uterine bleeding ; there were no symptoms nor signs of shock. These 
symptoms recurred in March, after which they were almost continuous 
until June. Vomiting was a troublesome symptom. On August 16th, 
severe abdominal pain came on again, with marked tenderness and 
vomiting ; the presence of a foetus was made out by palpation and X-rays. 
Five days later a mass of decidua without chorionic villi was expelled. 
Three days later all the symptoms increased and the patient’s condition 
became critical. The temperature was 104°F., the pulse rate 146, the 
blood pressure was 150/90, the urine, which had previously shown only 
a trace of albumin, now went solid on boiling. The red cells numbered 
3,800,000 per cubic millimeter, the white cells 9,500 per cubic millimeter. 

Operation. After to per cent glucose solution had been administered 
intravenously, the abdomen was opened under ether. A high, right incision 
-was made in order to avoid the placenta. The sac was thin, tense, and 
straw-coloured. The transverse colon formed the upper boundary, and 
this was opened. The placenta was densely adherent to the omentum, to 
the intestine, and to the pelvic viscera; it was left in situ after ligation 
and removal of the cord; the sac was sutured and the abdomen was closed 
without drainage. 

The patient recovered after four stormy days; the wound healed by 
first intention and she went home three weeks after the operation. Five 
months later the mother and the child were both well, although the 
mother still had a mass in the lower abdomen but no symptoms. 


J. Lyle Cameron. 


The Medical Journal of Australia. 


Vol. 1, No. 15, April 12th, 1930. 
Some impressions of obstetrics abroad. M. Allen. 
Thoughts on Ceesarean section. H. Throsby. 
Vol. 1, No. 19, May roth, 1930. 
Malignant disease: its problems from the standpoint of the consulting 
radiologist. F. J. Gwynne. 
Vol. 1, No. 21, May 24th, 1930. 
*Albuminuria and eclampsia. F, A. H. Michod. 
Vol. 1, No. 23, June 7th, 1930. 
Modern views on some obstetric and gynzecological problems. K. Wilson. 


Albuminuria and Eclampsia. ; 

Michod refers to the lack of real knowledge on the subject. He divides 
the 39 cases at his disposal into three groups. (1) Definite nephritis; 
(2) Pure toxeemia patients; (3) Unclassified. He gives typical examples 
of each. He is in entire agreement with Young and Gibberd in their 
respective papers and because of the fact that only 4o per cent of patients 
who have had albuminuria of pregnancy can expect a normal subsequent 
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confinement, he is of the opinion that sterilization should be considered. 
The question of nephritis following toxeemic albuminuria is dealt with 
and his series of cases shows a striking increase with advancing years. 

Charles D. Read. 


The Calcutta Medical Journal. 


Vol. xxiv, No. 10, April, 1930. 
*A case of eclampsia with an unusual history. A. C. Nag. 
Vol. xxiv, No. 11, May, 1930. 
Post-natal care of the mother. (Editorial.) 
Vol. xxiv, No. 12, June, 1930. 
*Pregnancy anemia in Bengal. Monindranath De. 
Vol. xxv, No. 1, July, 1930. 
*Hzematoma of vulva and vagina. J. Chakraverti. 
















A case of eclampsia with an unusual history. 






Nag reports a case of eclampsia in which the most prominent symptom 
was hematuria. 


Pregnancy anemia in Bengal. 








The author deplores the high incidence of anzemia in pregnant and 
puerperal women in the Presidency of Bengal. In discussing the zetiology 
of this condition he states that Bengali women suffer from anemia apart 
from pregnancy, the average number of red cells in their blood being 
3,500,000 per cubic millimetre, and the average hemoglobin contained 
being about 50 per cent. These women are, therefore, handicapped at the 
outset. Their diet is inadequate both as regards quantity and quality. 
In particular the food stuffs which they are accustomed to eat contain an 
inadequate supply of protein and of fat. In Bengal it is the custom for 
the women to feed after their menfolk and after their families. They 
therefore have to manage with whatever food remains, after the others have 
been satisfied. He refers to ‘‘the baneful effect of the pernicious and 
much-abused system of the Purdah on the health of the women. The 
result is that these women are never found to be vivacious and bright. 
They usually look pale and anzemic and lack in spirits.”” Early marriage, 
usually at puberty, and rapidly succeeding pregnancies play their part 
in the production of anzemia of pregnancy. The children are fed too long 
at the breast. The author regards infection as a very important predis- 
posing cause; malaria, leishmaniasis, tuberculosis, dysentery, ankylos- 
tomiasis and pyorrhoea are all rampant. The author finds one or more of 
these predisposing factors to be present in all but a small minority of the 
cases of pregnancy anzemia. 

The disease as it occurs in Bengal corresponds in type to a secondary 
anemia, and not to pernicious anemia. De states that the colour index 
is low, that there is no achlorhydria, that spinal chord changes never 
oceur, and that the bone marrow does not show the characteristic changes 
of pernicious anzemia. For this reason liver therapy is not attended by a 
striking improvement in the condition of the patient. 
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Prophylactic treatment is of more importance than curative treatment 
but the author points out the difficulties in the way of efficient prophylaxis 
at the present time. After treating any associated disease or infective 
focus he prescribes iron and arsenic. In more serious cases whole blood 
is injected intramuscularly, or a large intravenous blood transfusion is 
given. It is only in the most serious cases that the induction of abortion 

or of premature labour becomes necessary. 


Hematoma of the vulva and vagina. 


Three (cases are reported: the authors summarize their conclusions 
thus :— (1) The rupture of vulval or of vaginal veins, although rare, may 
occur in severe forms and endanger the life of the patient. (2) It may 
occur in primiparee as well as in multiparee. (3) It occurs in healthy 
women without any diseased condition of the blood, or local pathological 
condition of the blood vessels, such as stasis or varix. (4) It may take 
place before or after the delivery of the child. The puerperium is generally 
febrile, and in some cases, it is virulently febrile. 


EF RR: 


Surgery, Gynecology and Obsteirics. 


Vol. 1, No. 4, April, 1930. 

*Pseudotuberculous salpingitis. J. Denton and G. Dalldorf. 

*An inquiry into the basic cause and nature of cervical cancer. II. The 
relation between cervicitis (erosion of the cervix) and cervical cancer. 
K. V. Bailey. 

The ‘‘Warren Apron” in repair of high laceration of the rectum asso- 
ciated with third degree laceration of the pelvic floor. L. K. P. Farrar. 

*Pseudomucinous cystadenoma; analysis of thirty cases in which the 
cysts were not ruptured before operation. J. C. Mason and R. A. 
Hamrick. 

Congenital dislocation of the hip; diagnosis and a new method of treat- 
ment in infancy. C. H. Jaeger. 
Vol. 1, No. 5, May, 1930. 

*Postconception pelvic irradiation of the albino rat (mus norvegicus) : 
Its effect upon the offspring. D. P. Murphy and M. de Renyi. 

The theory and practice of intra-uterine charcoal treatment in gynecology 
and midwifery. H. Nahmmacher. 

Local anesthesia in abdominal surgery. A. W. Wishnjewsky. 

Implanataion malignancy of the abdominal wall. H. Dvorak. 

Lawson Tait. J. H. Kellogg (Editorial). 

The Gynecology of Mercatus (Old Masterpieces of Surgery). A. Brown. 
Vol. 1, No. 6, June, 1930. 

*The ‘physiological’? anzemia of pregnancy; a study of one thousand 
patients. P. B. Brooke, L. Goldstein and A First. 

*Heemangioma of the uterus. E. Horgan. 

*Pseudomyxoma peritonzei originating from mucocele of the appendix. 
J. C. Masson and R. A. Hamrick. 

*The management of the occipito-posterior position ; with special reference 
to the modified Scanzoni manceuver. R. J. Pieri. 
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Vol. li, No. 1, July, 1930. 

*An anatomical study of subdural hemorrhage associated with tentorial 
splitting in the newborn. W. H. Chase. 

*Lipiodol pelvic cysts. A. F. Lash. 

*Urethral caruncle in the female. C. T. Olcott. 

*Primary carcinoma of the Fallopian tubes. R. E. Watkins and W. M. 

Wilson. 






Pseudotuberculous salpingitis. 

There are numerous instances in pathology in which it is necessary 
to separate pseudo from genuine tuberculosis. Denton and Dalldorf have 
observed three cases in which large, irregular ring-like masses of some 
foreign substance were present in the oviducts, which were much enlarged 
and presented some of the gross features of tuberculosis. This material, 
as histological examination showed, was not a residuum of previous 
caseation, but was generally enclosed in the bodies of large giant cells, 
and there was usually associated a granulomatous reaction with exten- 
sive endothelial hyperplasia, tubercle-like focal lesions and in some 
instances limited anaemic necrosis. The pseudo-tuberculous character of 
the lesion was shown by the absence of definite tuberculous granulation 
tissue, an obvious alternative cause for the formation of giant cells, and 


the lack of any clinical evidence of tuberculosis. The problem requires 
further investigation. 





An inquiry into the basic cause and nature of cervical cancer. 
between cervicitis (erosion of the cervix) and cervical cancer. 
Bailey’s conclusions are stated thus :— 


1. Cervicitis, erosion of the cervix, is definitely related to. cancer of 
the cervix. 


II. The relation 


2. This relationship is effected through the agency of a factor common 
to both—an associated inflammatory exudate in contact with epithelium. 
This is the intermediate causal factor, and is constant. 

3. The basic cause of cervical cancer is to be found in this constant 


factor which is associated with all cell reaction, including that of cancer 
inception. 



















4. The phenomenon of the action of contact inflammatory exudates of 
varying degree upon epithelia varying in type, forms this intermediate 
causal factor, or basic cause in the produuction of cancer. 

5. There is no one great initial cause of cervical cancer. 

6. In the case of squamous epithelium the change is produced as the 
result of a re-irritation of minor intensity affecting newly produced cells. 
In the case of columnar epithelium it is produced by a prolonged and 
intense irritation affecting new epithelium—probably recurrent. 

7. As far as the cervix uteri is concerned, I am inclined to the belief 
that the initial causal factor concerned in the production of the 
intermediate causal factor is bacterial, and is moreover concerned to 
a large degree with the well known septic organisms. Recurrent attacks 
of specific intensity, from the epithelial standpoint, involving epithelium 
during the danger period, result in the production of cancer. The question 
of the time at which this attack is made, therefore, plays its part, and 
this fact is undoubtedly instrumental in minimizing this catastrophe. 
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Whatever initial causes there are in the production of cancer growths, 
whether bacterial or chemical, the effect is produced through the agency 
of this constant intermediate factor. The result is the production of the 
cancer process, which again may be variable in its intrinsic nature, although 
in relation to the epithelia of the cervix uteri this phenomenon shows 
a rare degree of consistency. 

8. Alterations in the densities of contact inflammatory exudates result 
in alterations in the cell reactions produced,, ipso facto. An alteration in 
the density of the exudate concerned during the epithelial danger period, 
whether pathological or therapeutic, would result in an altered cell reaction. 
Involved epithelium at this stage must frequently just escape cancer 
change through pathological means, resulting from coincident changes in 
inherent resistance. Is it possible to effect the same result by therapeutic 
means. 


Pseudomucinous cystadenoma; analysis of thirty cases in which the cysts were not 
ruptured before operation. 

Thirty cases of pseudomucinous cystadenoma of the ovary, in which 
the cysts were not ruptured previous to operation, are analyzed. The 
largest number of patients was in the sixth decade of life. The average 
age was 48.7 years. Seventy-three per cent were aged more than 4o years. 

Twenty-two of the patients had tumours that were found to be benign 
on microscopic examination; eight had evidence of a malignant condition 
in the pseudomucinous cystadenoma, as revealed by microscopic examina- 
tion. The average age of the patients, who had benign conditions, was 
46 years and the average age of those who had malignant conditions was 
55 years. Sixty-three and six-tenths per cent of the patients with benign 
conditions and 87.5 per cent of those with malignant conditions were aged 
more than 4o years. 

Swelling of the abdomen and pain were the most common symptoms. 
They were usually of gradual onset. The average duration of symptoms 
before the patients came to the clinic, among those with henign conditions, 
was 25.8 months, whereas among those with malignant conditions it was 
only 7.7 months, 

The right or the left ovary was involved singly in about equal pro- 
portion. Bilateral involvement was present in 22.2 per cent of those cases 
in which microscopic examination revealed the condition to be benign and 
in 28 per cent of those in which the condition was similarly disclosed as 
malignant. Papillomata were visible to gross inspection in all of the 
malignant cysts. There is a greater tendency for bilateral involvement if 
papillomata are present. There was no operative mortality in the group. 

The prognosis usually is good but recurrence may take place even 
though the cyst is not ruptured at the time of its removal. The removal 
of both ovaries is indicated if the women are past the menopause and 
especially if a malignant condition has been noted at microscopic examina- 
tion or if gross papillomata are present. The uterus should be removed 
if there has been postmenopausal bleeding. The use of Roentgen-rays and 
radium after operation is advisable in patients in whom evidence of a 
malignant condition in the cystadenoma has been found on microscopic 
exainination. If a malignant condition is found it is usually of grade 1 
or 2, according to Broders’ classification. 





628 Journal of Obstetrics and Gynecology 


Postconception pelvic irradiation of the albino rat; (mus norvegicus): Its effect 
upon the offspring. 

The litters of 34 female albino rats, irradiated when pregnant, have been 
studied. In five of these 34 litters one or more young exhibited either 
clubbing of feet or absence of toes. The frequency with which defective 
young were produced appeared to vary directely with the degree of ex- 
posure. 

Though no definite conclusion can be drawn from the observations set 
down in the present paper, due largely to the scantiness of material avail- 
able for analysis, it is significant that the deformities observed among the 
young of animals irradiated when pregnant have not been duplicated in 
a series of 125,000 non-irradiated control animals. 


The ‘‘physiological’’ anemia of pregnancy; a study of one hundred patients. 

Of the one thousand patients examined by Bland, Goldstein and 
First in various periods of gestation, 47.4 per cent. gave evidence 
of an anemia, with red cell counts of 3.5 million or less. A 
heemoglobinzemia of 70 per cent or less occurred in 58.6 per cent 
of the gravide. Only 24.7 per centof the patients examined in 
the first two trimesters showed a moderate to a severe anemia, in 
contrast to 56.7 per cent of the patients examined in the third trimester. 
Although the latter group constitutes a much larger number of patients, 
we feel that the anzemia is as a rule more marked with the advance of 
pregnancy. Of a group of 35 patients with a definite anemia in the 
early months of gestation, 26 showed improvement at term. Of 106 
patients with a moderate to a severe aneemia, however, 58.4 per cent 
began to show improvement within one to two days after childbirth. Of 
94 patients with a mild anzmia-or a normal count during pregnancy, 
73.4 per cent showed the effect of labour by a further reduction of the 
red cell count within 24 to 48 hours. 

Improvement ensued within seven to ten days after labour, occurring 
in approximately 72.6 per cent of the 106 patients anaemic during pregnancy. 

The most intersting feature disclosed by this study was the remarkable 
recovery developing within two to six months after delivery. Improve- 
ment in the red cell count took place in 92 per cent of the 100 patients 
examined. In 95 per cent there was also improvement in the 
hzemoglobinzemia. 


Hemangioma of the uterus. 

Horgan records a case of cavernous hemangioma of the uterus, and 
has collected 20 cases from the literature, grouping them as accurately as 
could be determined. Nineteen of the cases have been divided into three 
varieties of hemangiomata: the remaining case is a doubtful one and 
has been grouped separately. 


1. The true cavernous haemangiomata in the wall of the uterus without 
. 
fibromyomata. 


2. The hamangiomatous fibromyomata. 


3. The telangiectatic heemangiomata in the pelvis. 


3 
4. A doubtful case of haeemangioma in the cavity of the uterus. 
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No treatment other than hysterectomy has been advised for heeman- 
gioma of the uterus, when this procedure can be carried out with safety. 
In the reported cases of true cavernous hemangiomata in the wall of the 
uterus, there has been no difficulty in doing hysterectomy, nor has there 
been any difficulty in doing momectomy or hysterectomy in the reported 
cases of hemangiomatous fibromyomata. Telangiectatic haemangiomata 
of the pelvis, on account of the extensive involvement of the pelvic 
structures, have presented a difficult condition to treat surgically when 
they could not be removed. In Horié’s case, the tumour was opened and 
packed ; in Pantzer’s, ligation of the right ovarian and the right uterine 
arteries and suture of the uterine wall had to be used to lessen the amount 
- of blood supplying the area involved. The use of radium for any of 

these varieties of heemangiomata has not been reported. 


Pseudomyxoma peritonai originating from mucocele of the appendix. 

Six cases of pseudomyxoma peritonzei of appendiceal origin are 
reviewed. One of these cases was in a man and five were in women. The 
ovaries were not involved with pseudomucinous cystadenoma. The 
average age of the patients was 57 years. Two of the patients had colloid 
carcinoma of the appendix. There was no operative mortality. 

Two of the patients have died from the disease in periods of two and 
a half to three years after operation. In one of these patients, the onset 
of symptoms was Io to I1 years before death, and in the other, three and 
a half years. The four other patients are living from four years and 
eight months to 11 years after operation, and have no knowledge of 
evidence of recurrence of pseudomyxoma peritonei. In one case of the 
series the condition was unusual in that there was extension of the 
zelatinous material into the thigh. 

Prognosis in pseudomyxoma peritonzei of appendiceal origin seems to 
be better than in that of ovarian origin. The reaction of the peritoneum 
varies in different persons. 

The treatment is surgical removal of the appendix and of the mucocele 
together with as much of the gelatinous material as possible. Treatment 
by Roentgen-rays after operation may prove of much value. Secondary 
operations may be necessary for further removal of mucoid material and 
to give relief from obstructive phenomena. All but one of the patients, 
whose cases are reported in this paper, had treatment by Roentgen rays or 
radium. 

Old inflammation is a large factor in the production of mucocoele of the 
appendix. Other factors are considered. 


The management of the occipito-posterior position; with special reference to the 
modified Scanzoni manceuvre. 

Pieri discusses this question with special reference to the modified 
Scanzoni manceuvre and summarizes his conclusions in the following 
terms :— 

1. The diagnosis of position is essential to the proper management of 
any labour. 


2. Occipito-posterior positions, if neglected, cause increased fcetal 
mortality and maternal morbidity. 


N 
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3. Usually during the first stage of labour in these cases, interference 
is not indicated except for conservative treatment for the support of the 
patient. 

4. In the second stage rotation of the occiput manually or by means 
of forceps is often necessary to complete the delivery. 

5. The modified Scanzoni manceuvre, if more thoroughly understood, 
offers here certain advantages over other methods of delivery. 

BH. ‘E. 


An anatomical study of subdural hemorrhage associated with tentorial splitting in 
the new-born. 

The article begins with a description of the dura mater, special reference 
being made to the strengthening bands of fibrous tissue which are found 
in the tentorium cerebelli. In the author’s series of 32 cases the intra- 
cranial hemorrhage was almost completely confined to the subdural space. 
In regard to the amount and position of subdural hemorrhage four signifi- 
mant points relative to its source were noted: (1) Slight or moderate 
amounts of blood were usually found in the posterior (occipital) and middle 
(temporal) fossee, while large amounts of blood usually included the 
anterior fossa. (2) In nearly every instance blood was found in the sub- 
dural space either surrounding the great vein of Galen or its tributaries 
close to its junction with the straight sinus. In no instance, however, was 
the great vein of Galen ruptured. (3) In every instance, but one, the sub- 
dural heemorrhage was very largely confined to the supratentorial fossze. 

An attempt was made by injection of the great sinuses in a series of 
10 cases to discover whether the usual source of subdural hemorrhage in 
the new-born is from the small intratentorial vessels, from the emissary 
veins, or from the tributaries of the great vein of Galen. As a result of 
these experiments the author arrived at the following conclusions :— 
(1) There is in many cases a small intratentorial vein running more or less 
parallel to, and just below, the deep horizontal band. This vein appears 
to join the posterior end of the straight sinus. (2) The tentorium cerebelli 
of the full time foetus is relatively avascular when compared with that 
of the premature foetus. (3) There is a complete absence of emissary 
veins in the triangular space which is bounded on each side by the free 
border of the tentorium cerebelli, the floor of the straight sinus and by 
a strengthening band which runs slightly outwards from the anterior 
boundary of the torcular Herophili and then horizontally forwards to join 
the anterior free margin of the tentorium cerebelli near its attachment to 
the anterior clinoid process. (4) Several tributaries join the great vein of 
Galen as it approaches the anterior end of the straight sinus. 

Intradural hemorrhage per se is not of noteworthy clinical significance. 
Chase observed it constantly in his series of cases, if the infant was 
premature. He thinks that intradural hemorrhage is due to the greater 
friability of the dural septa and intradural vessels in the premature infant. 

Tentorial splits are more numerous in the premature infants than in 
the full time infants. Chase does not think that the mechanism of birth 
is the only important factor producing tentorial splits in premature infants. 
He produces statistical and histological evidence to show that the 
immaturity of the fibres of the dural septa in premature infants is an 
important cause of subdural hemorrhage. The dura mater of the pre- 
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‘mature infant differs histologically from the dura mater of the full time 
infant in three ways: (a) There is a predominance of fibroblasts with few 
collagen fibrils. (b) An absence of elastic tissue fibrils. (c) A relative 
abundance of lymph spaces and thin-walled blood vessels. The immaturity 
of the fibrous tissue with its absence of collagen and elastic fibrils are 
all indicative of increased friability. Like intradural hemorrhage, the 
tentorial splits per se are not of noteworthy clinical significance, and 
Chase produces evidence to show that these splits often heal spontaneously. 

The author then passes to a discussion of the etiology of intracranial 
trauma. He divides these causes into “‘predisposing”’ and ‘‘determining.”’ 
The most important predisposing cause is prematurity. The author thinks 
‘that mechanical factors are the most important of the factors, which 
produce intracranial lesions. He says that practically without exception 
lesions of the dura mater are partly due to mechanical cause, and that 
the cause of prolonged and difficult labour may be equally as important 
as operative interference. Of the operative factors the application of the 
forceps is the most common manipulation to be associated with intracranial 
lesions. Second in order of frequency come internal podalic version and 
breech extraction. Czesarean section is included among the more unusual 
causes of subdural hemorrhage and tentorial splitting. Two possible 
causes for the lesion in cases of Czesarean section are suggested by the 
author (1) early engagement of the head in a small pelvis, and (2) forced 
extraction of the head through the uterus by an incision of insufficient 
length. In his series of cases signs of asphyxiation were constant, but 
definite signs of intracranial irritation were recorded in only a small 
minority of cases. 


Lipiodal pelvic cysts. 

Although further studies are necessary to settle the problems discussed, 
the author arrives at the following conclusions, from an analysis of 
previous case reports and the present case : 

1. In a case of uterus bicornis unicollis bilateral chronic salpingitis and 
healed pelvic peritonitis occurred independently of the foreign body 
reaction produced by the presence of lipiodol in the pelvic cavity. The 
function of the Fallopian tubes was not disturbed by the lipiodol because 
the patient delivered a full time child one year after injection. 2. In the 
presence of infections of the.female generative tract, the use of iodized 
oils is contra-indicated as their antiseptic properties have not been demon- 
strated. 3. In some individuals lipiodol may produce foreign reaction in 
the pelvis, but it is also true that some specimens of lipiodol (free iodine) 
may be irritating to any peritoneal surface. 4. The great value of iodized 
oils in Roentgen examination of the female pelvic organs should be 
appreciated but due precautions in its use must be observed. It is 
suggested that the oils be tested for free iodine and that oil injections be 
used only in the absence of infections of the female generative tract. 


Urethral caruncle in the female. 

In reviewing a series of 23 cases of urethral caruncle the author concludes 
that the epithelium of caruncles of the urethra frequently shows enough 
infolding to make their benign nature appear doubtful to those who are 
not. familiar with this particular structure. Compound acinar glands, 
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similar to those described by Skene are frequently present in the female 
urethra. They were found in 17 of the author’s cases. He suggests that 


these glandular structures may be an important factor in the formation 
of caruncles,. 


Primary carcinoma of the Fallopian tubes. 
In reporting a case of primary carcinoma of the right Fallopian tube 
Watkins and Wilson review the previously published work on this subject. 
They are able to find 200 authentic cases recorded in the literature. 
Sixty-six per cent of the cases occurred between the ages of 4o and 
45 years. The youngest patient reported was aged 25 years, and the 
oldest was aged 73 years. They conclude that the age incidence 
is the same as for cancer in other situations. The cetiology of the disease 
is unknown, although many authors are of the opinion that chronic 
salpingitis is a common predisposing factor. In the case reported by 
the authors there was no evidence of previous pelvic inflammation. There 
are no characteristic physical signs or symptoms; a watery vaginal 
discharge, blood-stained at times, is the nearest approach to a characteristic 
symptom. The diagnosis has only once been made before operation, while 
in a large number of the cases the disease was neither recognized nor 
suspected at operation. The authors’ case demonstrates the value of immedi- 
ate section and inspection of extirpated pelvic tumours. On opening the 
tubal mass, which they removed from their patient, a hemorrhagic friable 
papillomatous growth was revealed. If the mass had not been cut into, 
the diagnosis would not have been made. Although statistics are not 
sufficiently adequate for the drawing of conclusions concerning the best 
method of treatment, Watkins and Wilson are in favour of treating the 
cases by total hysterectomy with bilateral salpingo-odphorectomy. This 
treatment they carried out in their case although the uterus and the left 
adnexa appeared normal. The prognosis they regard as poor, few patients 
having survived the fifth post-operative year. Macroscopically, the disease 
resembles a chronic inflammatory condition of one or both Fallopian tubes. 
On opening the tube, a friable papillomatous growth is usually seen. 
Microscopically, the growth is a papillary carcinoma or a papillary-alveolar 
carcinoma. Some authors are of the opinion that the former is an earlier 
stage, and that the latter is a later stage of the same type of tumour growth, 
holding that the alveolar formation is gradually developed by the fusion 
of adjacent papillary folds. The adjacent ovary is frequently involved in 
the growth, and retroperitoneal lymph gland metastases are common. 
The case reported by Watkins and Wilson is of interest for the following - 
reasons; (1) It is the only case of primary carcinoma of the Fallopian 
tube on record in the-Department of Pathology at the University of Oregon 
Medical School. (2) It is one of the minority of cases in which there is 
no evidence of previous pelvic inflammation. (3) The nearest approach to 
characteristic symptom, the watery vaginal discharge, was present and was 
exaggerated. (4) The disease was recognized at operation and the case 
was treated radically. (5) The disease was found in the outer half of 


one Fallopian tube and the adjacent ovary with no evidence of further 
extension or metastasis. 


F, R, 
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The cancer problem in the light of modern views : first Belfield memorial 
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*Recent advances in the physiology of menstruation : 1. Can menstruation 
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Durality of the ovarian secretions; 4. Réle of the anterior pituitary in 
the sex cycle. E. Novak. 
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Transmission of rabies by milk. (Current comment). 
Race, sex and syphilis. (Current comment). 
Vol. 94, No. 20, May 17, 1930. 
The cost of obstetric service to Berkeley mothers. R. A. Bolt. 
A new type of foreign body in the urinary bladder. D. F. Rudnick. 
*Gonococcal bacteremia in a woman with apparent cure by surgical inter- 
vention. G. W. Wheeler and N. W. Cornell. 
Physiology of menstruation. (Current comment). 
Vaginal absorption of antigenes. (Current comment). 


Vol. 94, No. 22, May 31, 1930. 
Urinary calculi in infancy and childhood. M. J. Campbell. 


Vol. 94, No. 23, June 7, 1930. 
Mineral metabolism during the reproductive cycle. (Editorial). 


Vol. 94, No. 24, June 14, 1930. 
*Paroxysmnal Tachycardia in Pregnancy—Meyer, Lackner, and Schochet. 
Vol. 95, No. 1, July 5, 1930. 
*Premenstrual elevation of temperature in the tuberculous woman. Jame- 
son, Bristol, and Cavenaugh. 
Foetal cephalometry in utero. Thoms. 


Uterine fibromyoma: Review of six hundred and eighty-three cases. 

Lynch’s operations are based on 683 women with uterine fibroids treated 
in the University of California Hospital, all tumours larger than one cm. 
in diameter being included. The smaller fibroids rarely caused symptoms 
but are reviewed because there was invariably an associated condition 
that demanded treatment, while the larger tumours ranged in size up to 
masses completely filling the abdomen. 

Lynch’s conclusions are as follows :— 

1. Submucous fibroids, rather than degeneration of the tumour, are the 
present-day problem of uterine fibroids. 

2. An abnormally high percentage of women with uterine fibroids have 
pelvic structures that are below par. This is suggested by the frequent 
need for pelvic surgery long before the development of the fibroids. 

3. Sterility in women with uterine fibroids may be due to congenital 
causes rather than to the presence of the tumour. 

4. Goitre and fibroids often occur in the same woman, even though 
always resident away from the goitre belts. 

5. Fibroids causing symptoms may be treated successfully by one of 
three different methods with comparatively little mortality. 


Retrodisplacement of the uterus as an obstetric complication. 

Plass considers that retrodisplacement of the uterus is not a common 
cause of sterility, as is indicated by the frequency of this more unusual 
position of the uterus in early gestation. 

Retrodisplacement of the uterus apparently increases slightly the risk 
of early abortion, but manual replacement of all retroverted pregnant uteri 
adds an equally great risk of interruption of the pregnancy. 
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Retrodisplaced pregnant uteri almost invariably are replaced spontane- 
ously during the first four menths of gestation. Uncomplicated retro- 
positions rarely cause symptoms of any moment. 

The incidence of postpartum retroversion varies so greatly that it. is 
impossible to estimate the value of any prophylaxis. At most, acquired 
retroversions account for no more than one third of the retrodisplacements 
seen in parous women. 

The position of the uterus is largely determined by factors over which 
obstetricians have little, if any, control. Postpartum retroversions should 
not be held to be the fault of the obstetric attendant. The operative 
correction of congenital retrodisplacements is likely to be nullified by 
delivery. FB. Bik: 


Evaluation of the motility of the spermatozoa. 

Motility of the sperm cells is a requirement without which, in animals 
with internal fertilization, pregnancy cannot occur. Motility is, however, 
not an exclusive requirement of the sperms, since other factors are just 
as important. Absence of all motility in repeated fresh specimens of 
semen, establishes the cause of the sterility, but the slight changes in 
motility, as to the degree and length of time the cells remain active, unless 
sich a time be unduly short, must be judged very cautiously, as often such 
changes mean nothing, being due to purely temporary and accidental local 
conditions. 

In addition to the examination of ordinary fresh specimens the author 
tried vital staining of sperm cells but this method produced no fresh 
evidence, and he was never certain that the stain might not have affected 
the spermatozoa. Charles D. Read. 


Roentgen treatment of uterine fibromyomas. 

The author deplores the fact that the vast majority of uterine fibro- 
myomata are still treated surgically. He agrees that certain types of 
tumour are unsuitable for radiation. These include hard calcified tumours, 
very large tumours, and all those associated with ovarian cysts and tubal 
disease. Pedunculated tuinours demand surgery. He is careful to exclude 
the possibility of carcinomatous changes in the endometrium, and sarco- 
matous changes in the fibromyomata, before subjecting the patient to 
radiation, and for this purpose he obtains the opinion of a gynecologist. 
He has treated 300 cases by X-rays without any fatal result. He stresses 
the advantages of radiation over the other forms of treatment, especially 
from an economic standpoint, the patient continues her work during the 
course of treatment. He advises operative treatment in young patients. 

No recurrence of a fibroid has been seen after definite establishment of 
the menopause. In only five cases was surgery necessary on account of the 
failure of radiation therapy, and two of these proved to be submucous 
tumours. 


Recent advances in the physiology of menstruation: 1. Can menstruation occur 
without ovulation? 2. Underlying cause of menstruation: 3. Durality of the 
ovarian secretions; 4. Réle of the anterior pituitary in the sex cycle. 

Radical readjustments must be made in our views as to the physiology 
of menstruation because of important new developments in this field. 
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There is little doubt that in the lower animals the sex cycle can occur 
independently of ovulation. The best evidence along this line has come 
from observations on monkeys, which menstruate much as human females 
do. Menstruation without ovulation is not the rule in women, but there 
is reason to believe that it occurs at times, although the associated endo- 
metrial cycle would be different in such cases. Even if preceding ovulation 
is the rule, it is not certain that the two are related in the nature of cause 
and effect. 

The time has come when the doctrine of the supremacy of the ovum in 
the regulation of menstrual periodicity must be abandoned. The evidence 
brought together in this paper makes it no longer tenable. There is no 
reason to believe that any other constituent of the ovarian structure is any 
more important in this respect, but there is evidence to suggest that the 
pituitary may, by the probable periodicity of its function, be the regulator 
of the menstrual rhythm. This, however, carries the problem only one 
step towards its solution, for it raises the question of what determines the 
periodicity of the pituitary, and still leaves the question of menstrual 
periodicity one of the mysteries of life. 

The dual nature of the ovarian secretion has been definitely established, 
the proof having been supplied by the demonstration by Corner, of an 
extract of corpus luteum, with properties in some respects antagonistic, 
in others supplementary, to those of the already well recognized ovarian 
follicle hormone. Evidence has thus accumulated to indicate that the latter 
is not to be regarded as the important female sex hormone. The anterior 
pituitary secretion appears to play an even more fundamental réle in sex 
physiology. 

The most important recent contribution to sex physiology, and the one 
which promises most in its future practical applications, is the discovery 
that the anterior pituitary constitutes the motor of the ovary. The sur- 
prising effects of implantations of the anterior lobe of the pituitary on the 
growth and maturation of the follicular apparatus open up a vast field of 
possibilities. Although the discovery of the follicular hormone has, as 
yet, yielded almost nothing from a therapeutic standpoint, there is reason 
to feel that the discovery of the underlying réle of the anterior pituitary 
secretion may, in the future, be more productive of results in the treatment 
of disorders of the sex cycle. 


Liver treatment in the pernicious anemia of pregnancy. 

Three cases of pernicious or hemolytic anaemia of pregnaticy were 
treated with a high liver diet or liver extract. Although the treatment was 
supplemented by transfusions in two cases, the response to liver treatment 
seems to have been quite analogous to that obtained by such treatment in 
primary pernicious anzemia. One patient was relieved by the treatment but 
did not become well until after the termination of pregnancy. In all these 
cases, free hydrochloric acid was demonstrated in the gastric contents. 


Charles D. Read. 


The female sex hormone, 


A lower renal threshold has been demonstrated for the excretion of the 
female sex hormone in amenorrhea and functional sterility, and evidence 
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is adduced suggesting the existence of a general law governing the urinary 
threshold excretion of all hormones. 


F. E. T. 


Some of the so-called obscure causes of sterility. 

The author mentions the usual causes of sterility only to dismiss them. 
He discusses the causes of rare occurrence, which he classifies as selective 
fertility and incompatibility of the sexual’ partners due to (a) Cervical 
secretions ; (b) Vaginal acidity; (c) Sperm immunity, or (d) Psychic causes. 

Charles D. Read. 


Ovarian hemorrhage. 

The author quotes the cases found in the literature and cites in detail 
one case which he has encountered. The patient presented symptoms and 
signs indicative of acute appendicitis, and was subjected to laparatomy. 
The appendix was normal, and the abdomen was filled with blood. The 
left ovary was the size of a lemon, and contained a ruptured luteal cyst 
which had been the cause of the symptoms. The right ovary was normal. 


Plaut-Vincent’s iniection of vagina: Report of a case. 

Arnold reports a rather unusual case of Vincent’s disease of the vagina” 
followed that of the mouth. An agranulocytosis was present in this con- 
dition similar to that in other cases restricted to the mouth. 

The exact pathologic-hazmatologic-clinical relationship is not yet 
perfectly understood. The condition is contagious and should be given 
prompt and continued intensive treatment. Because of its contagiousness, 
patients should be partially isolated and their personal possessions, such 
as handkerchiefs, napkins and table utensils, kept separate and sterilized. 
Women are apparently more seriously affected than men. A further field 
for study is indicated as to the possible causal relationship between certain 
idiopathic agranulocytic blood states and cryptic Vincent’s angina in other 
parts of the body than the mouth. 

This is the only case of Plaut-Vincent’s infection of the vagina that 
Arnold has been able to find in the literature for the past 35 years. 

Evidence presented by Arnold indicates that the fusiform bacilli and 
spirilla are different forms in the life cycle of one organism. 


. 


Multiple-area intra-uterine irradiation: preliminary report. 

In this preliminary report Brown thus summarizes the advantages of the 
use of the multiple-area intrauterine applicator as follows :— 

1. It is flexible and adjustable. 

2. It enables one to distribute evenly a given dosage over a larger area. 

3. The dose may be varied at will for different areas of the uterus. 

4. It affords a diffuse and homogeneous irradiation for the entire uterus, 
the ovaries and any pathologic conditions that might be present. 

5. There is a reduction in the local tissue injury and destruction at any 
one point. 

6. It enables one to give a greater total irradiation with a minimum of 
local and systemic reaction. 

7. It minimizes the possible postirradiation watery discharge. 
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8. It tends to reduce possible bladder and rectal irritation. 

9. By lessening the local tissue injury at any one point, possible 
sterilization is less likely to follow. 

10. Much larger tumour masses may be irradiated successfully. 


Gonococcal bacteremia in a woman with apparent cure by surgical intervention. 
Intermittent gonococcal bacteremia, in women, indicates a transient 
invasion of the blood stream by organisms developing in some more or less 
circumscribed infected area. 
The local disturbances caused by this infection are not prominent factors 
in the clinical history of the case. Froper surgical treatment of the infected 
focus has, in two instances, resulted in a complete cure. 


Paroxysmal tachycardia in pregnancy. 

The authors deplore the fact that little on the subject is to be found 
in current text-books of Medicine and Midwifery, and quote in detail two 
cases which have come under their own observation. In the first case, 
during pregnancy, the pulse rate suddenly ranged between 140 and 200 
beats per minute, and the patient was in acute distress. Snuff was 
administered, and pressure was exerted over the site of the vagus nerve, 
and the attack was terminated abruptly, due no doubt to the resulting 
vagus inhibition, Czesarean section was performed later, and no further 
attacks were experienced. The second patient had experienced repeated 
attacks before the onset of pregnancy, and during the pregnancy apparently 
remained comparatively comfortable. During the puerperium, however, 
the trouble developed once more. Both cases showed typical electro-cardio- 
graphic findings. 

The differential diagnosis lies between, hyperthyroidism, internal 
hemorrhage, concealed hemorrhage, shock, and massive collapse of the 
lung. The writers advise no obstetrical intervention when the condition is 
unaccompanied by valvular disease or myocardial changes. Artificial 
delivery is indicated when there is a history of repeated attacks, and when 
definite valvular or myocardial lesions exist. 


Premenstrual elevation of temperature in the tuberculous women. 

The records of 362 tuberculous women have been reviewed with reference 
to the occurrence of a premenstrual fever. The cases were subdivided 
according to the classification of the National Tuberculosis Association, 
and the incidence of premenstrual rise in temperature, the duration of such 
a rise, and the number of days before the onset of the menses that the rise 
occurred, were determined. From the results of this analysis of the 
sanatorium records of 363 cases discharged, with the disase apparently 
arrested or improved, they concluded that :— 

1. Some premenstrual rise in temperature is shown in 42.4 per cent of 
tuberculous women. 

2. The extent of the tuberculous lesion seems to have no influence 
on the frequency with which the rise occurs. 

3. The rise in temperature varies from 1.29°F. in moderately advanced 
cases, 1.41°F. in the minimal, and 1.6°F. in the far advanced cases. 
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4. For all grades of tuberculosis, the rise begins about nine days before 
the establishment of the menses. 
5. The rise of temperature lasts from 7.38 days in the far-advanced 
cases, to 8.81 days in the patients with minimal tuberculosis. 
Charles D. Read. 


Archives of Pathology. 


Vol. 9, No. 1, January, 1930. 
Immunologic aspects of the sexual cycle. W. R. Lyons and F. R. Van 
de Carr. 
*Testicular tubular adenoma of the ovary. N. W. Popoff. 
Vol. g, No. 3, March, 1930. 
*Squamous-cell carcinoma of the vagina complicating late pregnancy iv 
a patient sixteen years old. L. Tuft. 


Testicular tubular adenoma of the ovary. 

The author reports the occurrence of a testicular tubular adenoma ot 
the ovary in a woman free from any of the signs of hermaphroditism. 
liological observations and experimental data on sex reversal and gonadic 
disturbances of the ovary are discussed and the conclusion is drawn that 
the morphological peculiarities of the ovary and the biological factors 
determining sex differentiation offer a logical explanation of spontaneous 
reactivation of the medullary cords, and even of the germinal epithelium, 
with the consequent organoid transformation in a male and neoplastic 
direction. The author holds that in studies of clinical material and in 
histological research on the ovary, attention should always be given to 
a full recording of the observations on both gonads and to a quantitative 
study of the occurrence of gonadic disturbances on the right side. The 
large clear fat-laden cells present in tubular testicular adenomata and 
originating from epithelial elements of medullary or sex cords must not be 
confused with true interstitial cells of connective tissue origin. In the 
opinion of the author embryological. considerations, zoological observations 
and experimental data make the terms sex reversal and intersexuality pre- 
ferable to the meaningless term hermaphroditism, which is generally used. 


Squamous:-cell carcinoma of the vagina complicating late pregnancy in a_ patient 
sixteen years old. 

A case of primary squamous cell carcinoma of the vagina, an uncommon 
type of tumour, is reported as a rather unusual complication of late preg- 
nancy in a girl of 16. The onset of the vaginal bleeding, which was the 
initial.symptom, occurred late in the fifth month of pregnancy, making it 
likely that the formation of a tumour occurred after the onset of the 
pregnancy, rather than before it. Because of the extreme youth of the 
patient, the predisposing factors usually mentioned, namely pessaries and 
epithelial hyperplasia, such as kraurosis, can be excluded. It is therefore 
suggested that the origin of the tumour might have been in epithelial rests 
of the Wolffian ducts, these rests being stimulated to the production of 
cancer by the proliferative changes of early pregnancy. The course of the 
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disease in this case was much shorter than in any of the previously 
reported cases, death from marked cachexia occurring in less than three 
months from the time of the appearance of the initial symptom. 


F. R. 


La Gynécologie. 


March 1930. 
*T wo cases of interstitial tubal pregnancies. G, Cotte and Arminet. 

*The place of intra-uterine injections in gynecology. M. G. Serdukoff. 
*Thymophysine in primary and secondary uterine inertia. Folke Holtz. 
April 1930. 

*A clinical and radiological investigation. of the motor disorders of the 
female genital tract. Paul Petit-Dutaillis. 
Hydrotherapy in gynecology with special reference to uriage. P. Sappey 
May 10930. 
*Diagnostic radiography in diseases of the uterus and its appendages. 
A. L. Soimaru. 
The work of Nathan-Larrier on the permeability of the placenta. H. Briand. 


June 1930. 
Cellulitis of the pelvic connective tissues. (1st Part.) R. Condamin. 
The after-histories of two subtotal hemi-hysterectomies for double uterus. 
P. Petit-Dutaillis. 


Two cases of interstitial tubal pregnancies. 

G. Cotte and Arminet believe that about one per cent of ectopic preg- 
nancies occur in the interstitial part of the Fallopian tube. Littauer 
collected 215 cases but Hoehne considers that 95 are arguable. Two cases 
are reported and illustrated—one in a primipara of 36, who had a normal 
labour seven years before, and another in a nullipara of 21, who had been 
married eight months. There was nothing to suggest differentiation from 
ectopic pregnancy at the commoner sites. The intramural portion of the 
Fallopian tube is the narrowest and sometimes takes a straight course and 
sometimes a curved course. Henle describes it as being convex above as it 
passes to the posterior wall of the fundus. The interstitial part is liable 
to be distorted by pathological conditions both of the cornu of the uterus 
and of the tube itself. In spite of these obstructions to the migration of 
the ovum interstitial pregnancy is very rare. The fates of interstitial 
pregnancies are various. It may be difficult to differentiate even at 
laparotomy between intramural pregnancy and pregnancy in the cornu of 
the uterus, for the rule about the insertion of the round ligament is only 
relative. The round ligament and Fallopian tubes are often asymetrically 
developed. On two occasions the authors were lead to perform exploratory 
operations for cornual pregnancies. The ovum may grow towards the 
tubes when its fate becomes the ordinary one of ectopic pregnancy. If it 
grows towards the uterus it appears as an ordinary abortion or else succeeds 
in gaining secondary attachment to the uterine mucous membrane and 
developing normally. 
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The duty of the surgeon is first to save the life of the patient, and then, 
especially in the young or nulliparous patient, to conserve function. Vaginal 
or abdominal hysterectomy has been advised. It has been suggested that 
after diagnosis by laparotomy the cervix uteri should be dilated and the 
ovum removed after rupturing the partition between the uterine cavity 
and the sac. Hamant suggested resection of the uterine cornu with 
implantation of the Fallopian tube or ovary into the resulting wound. He 
has recorded a case followed by normal labour three years later. 

The authors conclude that the operation to be chosen depends on the 
urgency of the patient’s needs. In the case of the shocked woman two 
procedures are possible. (1) Subtotal hysterectomy is a well-established 
and rapid operation, but in young women this offends the canons of con- 
servative surgery. (2) Resection of the uterine cornu may be difficult, but 
it is often rapid if the appendages of the affected side are sacrificed. Perrin 
has recorded a case in which bleeding from the uterine artery in the 
uterine cornu obliged him to operate a second time. In the absence of 
urgent symptoms the same operations are discussed. Hysterectomy may 
be indicated in women near the menopause or who have children, Otherwise, 
cornual resection is recommended with careful haemostasis and, when 


possible, with preservation of the adnexa and implantation of the Fallopian 
tube into the uterus. 


The place of intra-uterine injections in gynecology. 


Serdukoff narrates many interesting observations on the effects of intra- 
uterine injections and gives some figures of the rates of abortion and the 
accidents which may occur. 

He concludes that :— (1) Intra-uterine injections as a means of con- 
servative treatment in local hypertrophic infections may meet with 
symptomatic success. (2) There are contra-indications to the intra-uterine 
injection of iodine solutions, not only in acute infections but also in 
patients of a neurotic temperament as well as in cases of genital hypoplasia 
and hypofunction. (3) If the technique is perfect and all precautions are 
taken, intra-uterine antiseptic injections may produce atrophy of the uterine 
mucosa and of the tubal mucosa, besides upsetting the metabolism of the 
cells and tissue fluids. (4) The use of iodine injections for contraception 
in normal women causes irritative changes in the endometrium and tubal 
mucosa, which may lead to, infection and incapacitate the genital tracts as 
passages, thus leading to abnormal implantation of the ovum. (5) Besides 
their toxic effects injections of iodine may upset the female functions, 
causing changes in menstruation, in the secretions of the uterus, and 
in pregnancy. (6) Intra-uterine injections ought to be used only in con- 
servative treatment and ought to be forbidden as a contraceptive measure 


or as an abortifacient, since they have dire consequences and damage the 
health of women. 


Thymophysine in primary and secondary uterine inertia. 

Thymophysine is a mixture of extracts of the thymus and the pituitary 
glands ; it is believed to combine the tonic effects of the pituitary hormone 
with the more feeble rhythmic effect of the thymus hormone. The pre- 
paration (Chemosan de Vienne) has been used by the author in 19 labours 
at term, in three premature iabours, and in one abortion at the fourth or 
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fifth month. Intramuscular injection of 1 to 2 c.c. of thymophysine usually 
enhances the uterine contractions and the labour is shortened. Thymo- 
physine cannot apparently initiate the pains of labour and is thus useless 
unless labour has commenced. In the same way thymophysine is useless 
when contractions have ceased, so that its use must not be delayed too long. 
In premature labour and abortion thymophysine has a good effect. When 
this drug is used the third stage is rapid and the lochia are normal. A dose 
of 2 c.c. intramuscularly produces such contractions that the life of the foetus 
may be endangered by asphyxia. Thymophsine raises the arterial blood 
pressure and it is contra-indicated in diseases of the heart and kidneys, also 
in eclampsia and when the uterus threatens to rupture. 

Thymophysine is indicated in primary and secondary inertia when the 
head has engaged, as well as during the period of dilatation. The author 
considers the work to be an encouraging line for further observations, 


A clinical and radiological investigation of the motor disorders of the female genital 
tract. 

The motions of the organs depend on the three faculties of elasticity, 
tonicity, and contractility, the latter two being the property of living 
muscle. Failure in discrimination between these elements explains the 
lack of understanding of clinical physiology. For example, spinal anzes- 
thesia has little action upon the uterine motility. During labour it 
abolishes the contractility and tonicity of the cervix and it can thus assist 
manual dilatation of the os. Spinal anesthesia augments the tonicity of 
the body of the uterus, however, and hence it is contraindicated in version, 
but favours hemostasis during Cesarean section. The convulsions of 
hysteria, which are now considered to be due to derangements of the 
endocrine-sympathetic-psychic system, were once thought to be the outward 
sign of the incompletely satisfied uterus and the name hysteria indicated 
both the cause and the mechanism. This conception has re-appeared in 
Freudism and doubtless contains a large measure of truth. The failure of 
the uterus, according to ancient or modern conceptions, does not release 
us from the task of investigating a spasmophilic diathesis due to endocrine 
disturbances. Some cases are difficult to recognize, others, such as 
dyshyperthyroidism and dyshypoparathyroidism, are well known. These 
conditions are associated with hypocalceemia, and are due to an insufficiency 
of one of the two depressing ions of the nervous tissues (Ca and Mg) in 
opposition to the exciting ions (Na and K). In generalized excitable states, 
pelvic and extrapelvic spasmogenetic foci come into play in women of a 
certain temperament. 

Embryology suggests that the uterus and Fallopian tubes, being segments 
of the same duct can be active while the lower parts are inactive. Thus 
there are two disorders, vulvismus due to contraction of the sphincter of 
the vulva, which has been wrongly named inferior vaginismus, and true 
vaginismus due to contraction of the levator ani muscles, the so-called 
superior vaginismus. The existence of spasms of the uterus and Fallopian 
tubes was formerly doubted but radiology has proved their existence. They 
can be called hystericismus and salpingismus or true hysteria, if that word 
may again be employed in a different sense. 

Vaginismus may be caused by a general spasmophilic state without a 
local focus, It prevents impregnation by making coitus impossible and 
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by expelling the semen from the vagina. In vaginismus without local 
cause Albertin advises vulvar and anal dilatation. Vulvar dilatation after 
section of the sphincter muscle is more efficacious. The skin of the four- 
chette is cut at its junction with the mucous membrane, which is stripped 
up from the surface of the constrictor muscle. About 3 cm. on either side 
of the mid-line’ the sphincter is divided and after hzemostasis the vulva 
can be dilated without tearing the mucous membrane. The fourchette 
is then sutured. In milder cases, if coitus is possible, its practice in the 
knee-elbow position favours impregnation. A good number of successes 
has followed this advice when sterility has been involuntary. The 
suggestion is not new, Montaigne knew of it and cited Lucretius as his 
authority. 

Hystero-salpingismus gives rise to troubles of reproduction and to painful 
menstrual spasms. Hypermotility of the uterus and Fallopian tubes, by 
preventing the ovum from reaching the uterus, causes, more often than is 
generally supposed, sterility, ectopic gestation, abortion, low implantation 
of the placenta, and cervical dystocia. 

The study of the reflexes (e.g. oculo-cardiac reflex) of sterile women 
suggests hystero-salpingismus when it can be proved radiologically. The 
nervous condition of the patients indicates treatment by the tepid bath and 
the antispasmodics. After intercourse an antispasmodic with a rapid action, 
such as benzyl benzoate, is especially indicated. When these patients 
become pregnant they often avoid miscarriage and the- premature onset of 
labour only by remaining in bed during the whole of the pregnancy. 

The term dysmenorrheea is discarded for painful menstrual spasms. The 
colics felt in the hypogastrium show that the uterus is the site of the spasm. 
The continuity of the subperitoneal smooth muscular coat of the uterus with 
that of all the pelvic viscera and the spreading of reflexes explains the 
spread of these painful spasms to the broad ligament, bladder, rectum, 
intestine and stomach. Hyperperistalsis, more or less painful, manifests 
itself as polyuria, diarrhoea, nausea and vomiting. In the syndrome of pain- 
ful menstrual spasms, intermenstrual pains, exacerbated by congestion, can 
be included. An ovarian focus may also give rise to ovarian pain. This 
may be associated with painful menstrual spasm but it does not blend 
with it. 

Painful menstrual spasms arise from three sources, which act separately 
or together. (1) Organic obstruction. (2) Reflex focus, genital or extra- 
genital. (3) The spasmophilic diathesis. Atresia needs no discussion. 
Daily observation shows that narrowness of the external os, and acute 
flexion of the uterus do not induce painful menstrual spasms. More serious 
obstructions, such as an extruding submucous polypus, congenital hypo- 
trophy or sclerosis due to uterine or juxta-uterine infection may induce 
spasm. 

Lesions of the uterus may without causing obstruction . lead to 
exaggeration of the normal uterine contractions during menstruation or 
the preparatory congestion. In chronic endometritis, which does not affect 
the cervix, curettage is useless. On the contrary, curettage has an 
immediate effect in cases of glandular endometritis, a condition which is 
becoming rare. 

Ovarian foci give warning by the site of the pain and by painful radiation 
to the loin and .to the thigh. Small follicular cysts of the ovary do not 
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constitute a focus, unless sclerosis is also present. But even small lesions 
of the ovary can cause painful menstrual spasms. Recently, painful 
menstrual spasms disappeared after the dislodgement of a non-adherent 
ovary from its peritoneal pocket, which had become too small because a 
small fibrous nodule, which was resected, had grown in the lower pole of 
the ovary. 

A reflex focus may be found in the colon, in the rectum, or in the pouch 
of Douglas. Cotte observed pain on stretching the utero-sacral ligaments 
which is not due to inflammation but to hypersensibility of the uterine 
nerves in their deeper parts. The rdle of adhesions fixing the uterus or its 
adnexze is not so great as might be expected. In chronic suppurative 
lesions the damaged nerves cannot convey impulses and painful menstrual 
spasms are not induced. If no local focus can be found painful menstrual 
spasms may depend on the intervention of a general spasmophilic diathesis. 

The treatment varies with the cause. In imperforate hymen preliminary 
puncture should be followed by excision and suture of the edges.. Curettage 
of the uterus and the application of strong caustics are condemned. Douay’s 
hollow rubber pessary with a Malecot end is better than a light fenestrated 
aluminium tube for organic stenosis of the cervix. The author’s bilateral 
micro-excision of the cervix besides enlarging the external os, interrupts the 
sphincter action on which painful menstrual spasms depend. Extra-uterine 
lesions must be treated. Local treatment is avoided in general spasmo- 
philia in which various methods of physiotherapy are used. Magnesium 
and calcium ions are given and psychological methods are employed. The 
husband and the mother-in-law require advice. Painful menstrual spasms 
are treated symtomatically by warm daily baths for one hour for three 
days before menstruation. Benzyl benzoate and perhaps antipyrine or 
laudanum are ordered. Atropine is useful in vagotonia but it is necessary 
to beware of a preliminary stimulation. Resection of the prelumbar plexus 
and division of the. utero-sacral ligaments is discussed 

Genital hypomotility and hypotonicity is, in modern civilized women, 
more commonly inherited than acquired by intoxication or infection. 
Faulty hygiene and artificial locomotion lead still more to genital hypo- 
tonicity. Genital hypotonicity is especially obvious after pregnancy when 
the stretched muscles and wrinkled skin indicate a general ptosis. 

Pelvic herniation, due to general weakness, may occur apart from 
obstetric injury. The symptoms are sensations of traction at the umbilicus 
by the urachus, at the groins by the round ligaments, on the sacrum by 
the utero-sarcal folds, of heaviness at the same site by the retroverted uterus 
and of the parzethesiae in the bladder and its sphincters. 

Codlewski has advised digital reposition of the cervix with the patient 
in the Trendelenburg position; he attempts to maintain this position for 
half an hour. The patient then lies prone for the whole afternoon. Massage 
ought to be adjuvant to the surgical restoration, which, in women, before 
sexual life is over, consists of resection of the cervix, adequate colpo- 
rrhapies, and inguinal shortening of the round ligaments. In lesser cases 
posterior colpoperineorrhaphy is sufficient. In women past sexual life 
partition of the vagina, by a method which will be described, is better than 
Le Fort’s operation. A very wide vulva may need vulvo-perineorrhaphy 
as well. Exercises, belts, and rest after meals are valuable, but it is 
seldom necessary to proceed to Weir-Mitchell’s complete rest on a milk 
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diet. Diet is generally insufficient and may be supplemented by sweetened 
concentrated milk. Total adrenal substance is given by the mouth. If 
the abdominal sympathetic system is excitable geneserine salicylate is 
used. The patient may need psychotherapy and her husband may need 
advice. Advice against child-bearing should be given unless there are 
other contra-indications. 

The author’s apparatus has continued to give satisfaction. It consists 
of two lateral vulsella, which hold a hollow tube in place. The hollow tube 
is adjustable for length and it is mounted with an obturator and nozzle 
of rubber. At the other end a manometer and syringe can be fitted. The 
patient is instructed to say when the injection is painful. The injection 
is preferably carried out in the morning after a night’s rest. The lipiodol 
is injected intermittently at the rate of a dozen drops in two of three 
seconds. The injection of lipiodol is useful for confirming diagnoses and 
it is indispensable in many cases in which the lesion is hidden. Lipiodol 
embolism is a negligible danger but caution ought to be used in sub- 
involution for fear of infiltrating the parts. Ectopic pregnancy, when 
suspected, is a contraindication and so is infection, until it is sufficiently 
abated. The method ought not to be used near the time of menstruation. In 
cancer of the body of the uterus, infiltration and rupture of the uterus are 
the dangers. Twelve radiographs illustrate the spasms of the uterus, of its 
various parts, of the Fallopian tubes and of the ligaments of the uterus, 
organic obstructions and examples of genital hypotonicity. 


Diagnostic radiography in diseases of the uterus and its appendages. 

Soimaru uses Mocquot’s sound and Cotte’s manometer for the injections, 
and Douay’s sound for insufflations. The manometer has replaced the 
Record syringe. The sound is passed into the open cervix and main- 
tained in position by packs. Lipiodol has been used generally but some- 
times iodipine was used. A 35 per cent solution of sodium bromide is 
not sufficiently opaque. Five to 10 «.c. of fluid are injected slowly and 
the patients do not complain of any sensations although about one-third 
of them have slight transient uterine colic. Injection on the radiographic 
table allows prompt examination. The rays (50 milliampéres and 50 
kilowatts) are centred mid-way between the umbilicus and the symphysis 
pubis at a distance of 60 cm. for three seconds, some variation being 
allowed for the build of the patient. Radiography in a lateral position is 
useful when the uterus is involved in an inflammatory mass or masked 
by tumours. There are no dangers in utero-salpingography if asepsis is 
preserved and the pressure is never allowed to exceed 350 mm. Hg. The 
method ought not to be used in febrile patients with acute inflammation. 

When the tubes are permeable, examinations at intervals of four 
to five hours show that the lipiodol disappears from the uterus and even 
from the neighbouring peritoneum within 48 hours; part is absorbed, and 
part is scattered throughout the whole peritoneal cavity, where it may 
be seen as small shadows. When the ‘tubes are obliterated ot semi- 
permeable the substance remains ‘in their cavities even after 36 hours. 
In metritis lipiodol and iodipine have a therapeutic action. Utero- 
salpingography has been used in the diagnosis of diseases of the uterus 
and its adnexz—fibromyomata, malpositions and malformations, in 
chronic and cystic inflammations of the tubes, and in ‘para-uterine 


O 
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tumours in which clinical examination had not already determined the 
site of the lesion. In sterility of tubal origin the findings of insufflation 
can be checked and the site of the obstruction determined with a view 
to operation. It may be useful for the diagnosis of early pregnancy, 
for in two patients in whom termination of pregnancy was indicated, 
abortion had not been effected 48 hours after the injection of lipiodol. 
On the screen the physiological contractility of the uterus is seen. Some- 
times there is evidence of a sphincter af the tube in its first part. 
In serial utero-salpingography tubal contraction seems more accentuated 
at the site of the uterine implanataion of the tube. At this level 
the tube appears as alternately separated from and joined to the uterus. 
Radioscopy gives evidence in favour of a tubal sphincteric system which 
has been described. 
There are 11 radiographic illustrations with short clinical notes. 
T. V. Pearce. 


Gynécologie et Obstétrique. 


Vol. xxi, No. 2, February, 1930. 
*Endometrioma of the crural canal. I,aroyenne, Martin, Michon and 
Meyssonnier. 
Volvulus of healthy adnexa. Michon. 
*Implantation of the Fallopian tubes into the uterus. Markoff. 
On the problem of temporary sterilization. Wislanski. 
*The reticulo-endothelial system and pregnancy. Fierre Duhail. 


Vol. xxi, No.3, March, 1930. 
*Diagnosis and differential diagnosis of pregnancy by intravenous injection 
of extract of posterior lobe of pituitary. Reeb. 
Sarcoma of the uterus. P. Moluonguet and S. Dobkevitch. 
*The after history of women after the classical Caesarean operation. B. J. 
Kouwer. 
*The action of spinal anzesthesia on uterine contractability. R. Mahon. 
Chronological relations between the menstrual cycle, the ovarian cycle and 


the functions of certain glands of internal secretion studied by enzyme 
reaction. L. Assereto. 


Vol. xxi, No. 4, April, 1930. 

Contribution to the study of the late hemorrhages of -the puerperium. 
H. Eparvier. ’ 

*Chorea of pregnancy. S. A. Selitzky. 

Lesions of the bladder in gynzecological laparotomies. C. Daniel and 
D. Mavrodin. 3 

*The lesions of the stroma, in particular of the collagen network, of the 
endometrium in the cases of functional menorrhagia and metrorrha- 
gia. J. Kreis and J. Rigaut. , 

The elevation of the uterus by the vaginal route in total abdominal hyster- 
ectomy. J. Monjardino. 


Vol. xxi, No. 5, May, 1930. 
*Diagnosis of tuberculous salpingitis—Besredka’s reaction. E. Douay and 
P. Jépuréano, 
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Two cases of sarcoma of the uterus. G. Muller and Ch. Oberling. 

On the choice of method of a Caesarean operation. L. Goussakoff. 

Pelviotomy in primaparee. E. Aburel. 

*The use of the urine of pregnant women in the treatment of certain 
gynecological diseases. A. A. Zamkoff. 


Endometrioma of the crural canal. 

Apparently the first recorded case in this'situation. The patient was a 
multipara, aged 41. There was a swelling at the femoral ring which 
increased in size and was painful at each menstrual period and thereafter 
decreased in size again and became painless 

It was found to be adherent to the lower pole of the sac of a femoral 
hernia. Microscopically, it was a typical endometrioma. The authors 
discuss the various theories of zetiology and consider this growth to be due 
to inflammatory metaplasia of the peritoneum. 


Implantation of the Fallopian tubes into the uterus. 

The author, from a study of four cases of his own and fifty-four from 
the literature, comes to the following conclusions :—Implantation of the 
Fallopian tubes into the uterus is an additional means of dealing with 
sterility, and should only be used in women whose general condition 
presents na contra-indication. The indication for the operation is 
impermeability of the isthmic and interstitial portions cf the Fallopian 
tubes from various causes. The operation should not be done in cases of 
hydrosalpinx, because of the risk of an extra-uterine pregnancy developing 
in the implanted Fallopian tube. The following are to be considered as 
conditions favourable to the success of the implantation—a healthy state 
of the implanted Fallopian tube, conservation of the fimbriated end intact 
for a length of at least four centimetres, absence of perimetric adhesions 
and a completely healed condition of any infection of the genital region. 
The exact method of operating bas no influence on the success of the pro- 
cedure as long as the vascular supply is maintained intact, complete 
hemostasis obtained, and all manipulations done very gently. It is 
advisable to open the end of the tube into two lips. After implantation, 
conception is most likely to occur at the end of the first or the beginning 
of the second half year from-operation. All the reported labours following 
the procedure have been normal. The operation is one of which many 
details have not been worked out. There is little probability of being able 
to transplant Fallopian tubes from one woman to another. 

In the 58 cases reported, ten pregnancies foliowed, of which six went 
to term; four of these followed unilateral implantation and two followed 
bilateral implantation. 


The reticulo-endothelial system and pregnancy. 

The work of several writers is considered, and evidence is produced that 
there is no change in the functional capacity of the reticulo-endothelial 
system during the first half of pregnancy but that this falls during the 
later months, is at its lowest during labour, and rapidly returns to normal 
in the puerperium. The depression is more marked in primigravidee than 
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in multigravide. This depression in function is most marked in the 
toxeemias and especially in eclampsia. 

The permeability of the meninges shows a corresponding variation— 
no change in the first half of pregnancy. In the second half permeability 
is increased, and this increase is more marked in primigravide. It returns 
to normal about the twentieth day after delivery. This increase in permea- 
bility is most marked in eclampsia. 

Certain definite changes occur in the reticulo-endothelial system in 
septicaemia, which are in the nature of a defence mechanism. Animal 
experiments are quoted in septicaemia, in the light of the physiological 
properties of the reticulo-endothelial system, which show good effects from 
injection of lipoids (especially of brain, of extracts of spleen, of emulsions 
of lymphatic gland, of cholesterin or lecithin) of carbon and of colloidal 
metals (notably gold and tin). 


Diagnosis and differential diagnosis of pregnancy by intravenous injection of extract 
of posterior lobe of pituitary. 

Following an article by Lorrincz on this method, Reeb has used it in 
eight cases. 

The test is carried out as follows :—-A small quantity (not more than 
0.5 ¢.c.) of extract of the posterior lobe of the pituitary is injected intra- 
venously. After 20-40 seconds a wave of contraction occurs in the pregnant 
uterus which makes it of wooden consistency. This wooden hardness per- 
sists for 2-3 minutes and then slowly passes off. There is no differentiation 
_ between the body and the cervix, the whole organ becomes a solid, hard 
block. The contraction is painless to the patient. 

Case 1. Hydatidiform mole—test positive. 

Case 2. Ovarian cyst and pregnancy—test positive in the uterus and 
demonstrated the presence of a soft mass apart from the pregnancy. 

Case 3. Fibroid—test negative. 

Case 4. Fibroid-—test negative. 

Case 5. Fibroid and pregnancy—test positive for pregnant uterus, 
negative in the fibroid. 

Case 6. Pregnancy-—test positive. 

Case 7. Appendage swelling—test negative. 

Case 8. Pregnancy—test positive. 

The test gives a much more rapid result than that of Zondek and 
Ascheim. The injection only gives trifling symptoms to the patient which 
pass off in, at most, five minutes, it must however be used with caution 
in cases of heart disease and high blood pressure. It has not caused intra- 
uterine haemorrhage or intra-uterine death of the foetus nor has it set up 
a series of contractions leading to abortion. 


The after history of women after the classical Cesarean operation. 

During the years 1900-1927 the operation was performed on 243 occasions, 
which gives a frequency of 4.34 per 1,000 confinements. Only three of the 
patients could not be followed up. Ventral hernia appeared later in 23 
patients. One patient had to be operated on later for adhesions and one 
died, five years after the section, from strangulation of the bowel by a 
band adherent to the uterus. The uterus was always sutured with silk, 
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and although some weak scars were noted at subsequent sections, only one 
case of rupture of the scar occurred. Two patients had to be treated 
surgically for abdominal abscesess. There was no tendency to relative 
sterility following the operation, for 108 patients had 215 subsequent 
pregnancies. The total mortality was 20 in 243 operations or §.2 per cent, 
but if patients who died of the condition for which the operation was 
performed are excluded, the mortality due to the operation is 10 in 233, or 
4.3 per cent. 


The action of spinal anesthesia on uterine contractibility. 

From a study of cases combined at times with graphic tracings of uterine 
action the author concludes that the influence of the lumbar cord on the 
muscular function of the parturient uterus is considerable since the 
functional suppression of this part of the cord diminishes in a very marked 
inanner the contractibility of the uterus. Consequently spinal anzesthesia 
may be used in obstetrics for three purposes :— 

1. To obtain atonia of the cervix. 

2. To assure hemostasis by a marked retractility. 

3. To do away with the contractility of the uterus.. 


Chorea of pregnancy. 

The author considers chorea as a toxcemia of pregnancy and advocates 
a milk and vegetable diet with complete isolation of the pregnancy. 
Because the disease frequently attacks young primigravidee, and so often 


recurs in future pregnancies, early marriages and frequent pregnancies 
should be avoided. 


The lesions of the stroma, in particular of the collagen network, of the endometrium 
in the Cases of functional menorrhagia and metrorrhagia. 

Attention in the past has been devoted to a study of the glandular 
elements of the endometrium in these conditions. These studies have failed 
to elucidate the problem, so a study of the collagen network was under- 
taken. 

Thirty cases have been investigated in young and in adult women. The 
cases include those in which there is glandular hyperplasia and those in 
which there is no hyperplasia. The necrosis of the cells and of the fibres 
of the network which is met with in all cases, be they young girls or 
between the ages of 25 and 45, are considered to be due to productive 
incapacity on the part of the connective tissue, present from the beginning 
in young women or establishing itself with age as a precocious functional 
exhaustion. Necrosis and late regeneration of the cellules of the stroma 
and of the collagen fibres, in varying degrees, are seen in these mucosa 
independently of the menstrual cycle. They are distributed in zones in the 
interior of the endometrium. The mucosa develops under the influence 
of the ovary, towards the pregravid phase without being hindered by the 
necroses which it contains. The congestive pressure or menstruation occurs, 
the mucosa is insufficiently prepared by desquamation because its 
mechanism will have been hindered by the premature interstitial haemorr- 
hage in the neighbourhood of the necroses or of the regeneration. These 
two areas are deprived of vascular capsules and, in general, lack a normal 
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fibrillary structure. The intensity, duration and type of the uterine 
hemorrhage, depend on the one hand on the duration and intensity of 
the congestive pressure, and on the other on the strength and age of the 
regeneration of the connective tissue element. Points in the history of a 
number of these cases of menstrual irregularities and other signs suggest 
an underlying heredo-syphilis. 


Diagnosis of tuberculous salpingitis—Besredka’s reaction. 

The authors discuss the treatment of all cases of tuberculous salpingitis. 
They divide cases of this condition into two groups :— 

1. Peritoneum of tubes only affected—i.e., tuberculous pelvic peritonitis. 
They suggest that treatment is medical but that a laparotomy is necessary 
to complete the diagnosis. 

2. A discreet form. This is the group in which conservative surgery 
is admissable unless any thickening is present in the parts to be left 
or there is a nodule in the interstitial part of the tube. 

The clinical differential diagnosis is discussed. The technique of 
Besredka’s reaction is described Twenty-nine cases of salpingitis were 
investigated. Of these, 14 were proved microscopically to be tuberculous ; 
ten gave a positive reaction and four a negative, or 71.43 per cent positive 
reactions. They conclude that Besredka’s reaction is of value in establish- 
ing a diagnosis of tuberculous salpingitis. A positive reaction is of con- 
siderable importance, but a negative reaction does not exclude tubercle. 


The use of the urine of pregnant women in the treatment of certain gynaecological 
diseases. 

The use of bodily excretions in the treatment of disease is not a new 
oné. The author considered that the high concentration of the anterior 
pituitary hormone in the urine of the pregnant woman might have some 
effect. 

He has treated 20 cases of amenorrhcea at all ages and disorders of the 
menopause in this way with very favourable results. Injections of about 
10 c.c. of the sterilized urine of a pregnant woman were made daily and 
continued until a result was obtained. 


A. A. Gemmell. 


Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


No. 3, March, 1930. 

Sarcoma of the ovary’ IL,. Bonnet. 

Cure of a recurrence of carcinoma of the cervix in lymphatic glands by 
radium implantation after laparatomy. E. Douay. 

*The mechanism of lactation in mammals. H. Keiffer. 

Conservative Caesarean operation for enormous vagino-cervical papillomata. 
Convelaire and Seguy. 

*Studies of the pains of labour and of a new procedure for obstetric 
analgesia. E. Aburel. 


On the radiographic diagnosis of ectopic gestations. Portes and Leblanc. 
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A full time ectopic gestation, diagnosed and operated on, twelve hours 
after the death of the child. N. Papatestas. 

Fibroid and pregnancy at term, high Ceesarean section, subtotal hyster- 
ectomy. J. Duval. 

‘Visualization’? of the pelvic organs; lipiodol and pneumoperitoneum 
combined in gynecology. I. F. Stein. 

Hystero-salpingography and utero-tubal insufflation with carbon dioxide ; 
comparison of the two methods. I. C. Rubin. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 
Normet’s serum in obstetrical aneemias. Laffont and Ezes. 
Anticolonbacillus serum therapy in the treatment of pyelonephritis of 

pregnancy. Laffont and Ezes. 

A case of hypertrophic elongation of the cervix. Sesini and Ezes. 
Supra-symphyseal Czesarean section for atresia of the cervix following 
cauterization with Filhos caustic. Sesini and Ezes. 


A case of hysterectomy en bloc on the third day of labour for osteomalacia ; 
living child. Laffont and Jahier. 

*The blood guanidine and pregnancy. Laffont and Malméjae. 

The coefficient of Rémond in the course of pregnancy. Laffont and 
Malméjae. 

Biological diagnosis of pregnancy and tubo-ovarian cyst. Laffont and 
others. 


Temporary sterilization by anterior pituitary hormone. Chiapponi. 


REUNION OBSTETRICAL ET GYNECOLOGIQUE DE NANCY. 

A case of pseudo-hermaphroditism. J. Hartemann. 

Carcinoma of the tube. A. Hamant and M. Mosinger. 

Retention of a cotyledon in the puerperium; digital curettage; cure. 
Vermelin and Hartemann. 


The vaginal portion of the cervix torn off and passed during labour. 
L. Job. 


Hydatidiform mole. Hoche and others. 

Two cases of uterine malformations. Hamant and others. 

A case of prolapse of the yrethral mucosa in woman. André. 
Osteoma of the ovary. Binet. 


Abdominal extra-uterine pregnancy operated on after the tenth month. 
Coliez. 


SOC. D’OBSTET. ET DE GYNECOLOGIE DE STRASBOURG. 
Diagnosis and differential diagnosis of pregnancy by intravenous injection 
of extract of posterior lobe of the pituitary. Reeb. 
A case of triplets. R. Fournier. 
Early cancer and the precancerous state. R. Keller. 
Statistical and comparative studies of myomectomy. E. Bolher. 
Diaphragmatic hernia in the neonatal child. H. Burckle. 
Congenital umbilical hernia or exomphalos operated upon. H. Burckle. 


A case of extra-uterine pregnancy ruptured at an undetermined site. 
J. R. Pinsan. 
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Ovarian cancer with uterine metastases simulating an inoperable cancer 
of the cervix. P. Burger. 


BULL. DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 
No. 4, April, 1930. 

Myoblastic sarcoma of the uterus ; operation ; radiotherapy ; recovery. H. 
C. Krafit. 

Extra-uterine pregnancy at term with a dead and macerated fcetus. 
Scourtis. 

Successful low supra-symphyseal Ceesarean section operation for prolapse 
of the cord to the vulva which had persisted for five hours. P Guéniot. 

Fulminating streptococcal meningitis commencing on the 16th day of the 
puerperium. P. Guéniot. 

A case of placenta preevia treated with Delmas’ method; death. A. 
Brindean and J. Baillis. 

A new method of radiological exploration of the urinary passages in 
pregnant women. E. Levy-Solal, J. Dalsace, V. Misrachi, and I. 
Solomon. 

Recurrence of bilateral phocomelia in the children of a woman treated 
for latent syphilis. J. Bertrand. 

I,ateral laparotomy for cases of ovarian cysts complicating pregnancy. 
V. Le Lorier. 


SOC. D’?OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG. 

The difficulties of diagnosis of hydatidiform mole and its malignant 
change. R. Girardin. 

Mediastinal compression by an intrathoracic tumour at the end of preg- 
nancy ; Ceesarean section. A. Ginglinger. 

Neuritis of the right sciatic nerve from obstetric trauma. H. Nerson. 

A case of congenital absence of the abdominal muscles in a female child. 
J. Hoptein. 

Czesarean section for dystocia due to soft parts. S. Meyer. 

Cancer of the cervix following hysterectomy. J. R. Pinsan. 

The induction of labour by fractional doses of pituitrin. La Haye and 
Peters. 


REUNION OBSTETRICALE DE LILLE. 
*Dystocia due to foetal retention of urine. Béghin. 
Cardiopathy at fourth month of pregnancy; induced abortion. Béghin. 
Severe hepato-nephritis of pregnancy; accouchement forcé under spinal 
anesthesia ; living mfant; cure. J. Vanverts and R. Falliez. 
Delivery under spinal anesthesia for eclamptic fits. Béghin. 
Accelerated delivery under spinal anzesthesia for early tubercle treated 
by artificial pneumothorax; puerperal injection; cure. Pancot 
Muller. 
Eclampsia; rapid delivery under spinal anzesthesia. Pancot. 
Eclampsia; conservative abdominal Ceesarean section; cure. J. Vanverts. 
*A new method of local anzesthesia for small operations on the uterus. 
(The method of Dr. Ceythin). .Gaudier. 


and 
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On the course to follow in case of perforation of the uterus. J. Vanverts. 

Rupture of pyosalpinx into the peritoneal cavity. G. Desbonnets. 

Hydatidiform mole; subtotal hysterectomy. Duvillier and Pailliez. 

Enormous pedunculated subperitoneal fibroid of the uterus; cedematous 
degeneration. J. Vanverts and R. Paiiliez. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
Triplets diagnosed during pregnancy. Trillat, Eparvier and Naussac. 
Achondroplastic foetus. Gaucherand. 

Severe post-partum hzmorrhage treated by digital exploration of the 
uterus. Banssillon. 
Severe vomiting of pregnancy requiring therapeutic abortion; value of 

Maillard’s coefficient. Voron and Pigeaud. 


REUNION OBSTETRICALE ET GYNECOLOGIE DE MONTPELLIER. 


Two cases of hydramnios with foetal anasarca. E. Brémond. 

Uterine fibroids and the puerperium. Léon Vallois. 

A case of thoracopagus. E. Godlewski. 

Some cases of extra-uterine pregnancy. Arrivat. 

Rupture of an unrecognized ovarian cyst at the seventh month of 
pregnancy. Coll. de Carrera. 

On the sarcomatous degeneration of uterine fibroids. Arrivat. 

Hydatidiform mole followed by chorion epithelioma. Dufoix and 
and Gaujoux. 

Aplasia of the uterus and ovaries. V. Riche, G. Fayot and G, Laux. 

Hydrops tubze profluens. Tedenat. 

Frimary fibroma of the broad ligament. V. Riche, G. Fayot and G. Laux. 

Acute adnexal and peri-uterine infections and vaccine therapy. E. 
Godlewski. 

Myomectomy, followed by pregnancy; uterus emptied under spinal 
anesthesia. Arrivat and Brémond. 

Nine cases of confinement with spinal anaesthesia. Dufoix, Gaujoux, 
Rocher and Bompard. 

*Statistical study of evacuations of the uterus at the end of pregnancy 
during the year 1929 at the Montpellier Maternity. P. Henriet. 

*A last word on the rapid evacuation of the uterus to terminate pregnancy. 
P. Delmas. 


BULL. DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 


No. 5, May, 1930. 
Torsion of a hematosalpinx. E. Bravarski. 
Post-mortem Caesarean operation. E. Bravarski. 
A case of precocious puberty (at the age of two and a half). E. Bravarski. 
Surgery in sterility of tubal orign. A. Madrid. 
The réle of the structure of the iliac bone in the mechanism of delivery. 
A. Coban. 
Metrorrhagia after the menopause due to ovarian cancer. E, Donay. 
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*Metrorrhagias seen after the menopause and due to a tumour or a cyst 
of the ovary. P. Moulonguet. 
Radio diagnosis of ectopic gestation. Couvelaire, Portes and Digonnet. 


SOC. D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 

Peritonitis of appendicular origin discovered in the course of a laparotomy 
for a ruptured uterus. Andérodias and Villar. 

large retro-peritoneal fibroma. F. Fapian and R. Mahon. 

*Pregnancy and labour in disseminated sclerosis. Péry, Bonning and 
Balard. 

Serious hyperemesis; introduction of laminaria tents on two occasions ; 
vomiting cured and pregnancy progressed; normal labour at term. 
Gautret. 

A case of ruptured uterus. J. Villar and Gautret. 

A case of chorion-epithelioma with simultaneous ovarian abscess. J,acon- 
trere, Andérodias and Duclion. 

A case of uterine sarcoma. JF. Papian and R. Mahon. 

A case of meningoccele in an atypical situation with microcephaly and 
multiple malformations : syndactyly, ectrodactyly. Péry and Bonc. 
Late post-partum haemorrhage; a clinical and therapeutic study of 50 

Bordeaux cases. P. Balard. 

Generalized peritoneal carcinomatosis of ovarian origin. Roche. 

A case of very acute peritonitis on the 17th day of the puerperium from 
rupture of a lenticular abscess of the broad ligament. J. Andérodias 
and F. Vernier. 

A case of ruptured uterus following forceps application. Balard and 
Barthélémy. 

Grave secondary post-partum hemorrhages; therapeutic indications. 
Andérodias and G. Jeanneney. 

Insiduous peritoneal innundation from rupture of a tubal pregnancy. 
Jeanneney, Rosset-Bressand and Péne. 

Coelosomic monster; mannual reposition of the visera; suture of the 
abdominal wall; cure. Cheynier. 

Fibroina of the ovary with a twisted pedicle co-existing with a uterine 
fibroma. Jeanneney, and Rossett-Bressand. 

Grave post-partum hemorrhage; hysterectomy; death. R. Boursier and 
J. Mangé. 

Inoperable carcinoma of the cervix with salpingo-odphoritis ; sub-total 
hysterectomy and radium therapy. Guyot, Mailhe and Mahon. 

Ceesarean section for tetanic contraction of the uterus following rupture 
of the membranes for marginal placenta preevia. M. Riviéra. 

A case of failure of Delmas’ method. Fangére, Villar and Gautret. 

Late result of a Gotte operation. J. Guyot, R. Mailhe and R. Mahon. 

Frank breech during pregnancy with hyper-extension. of the head 
revealed by X-rays. Andérodias and Gautret. 


The mechanism of lactation in mammals. 

The author mentions the detailed structure of the breasts in monotremes, 
cetaceans and marsupials. He describes his own findings in the breasts 
of lactating bitches with special reference to the arrangement of muscle 





Review of Current Literature — 655 


bundles and suggests that the functions of these bundles are, 1. Erection of 
the nipple. 2. To produce a greater secretory activity of the aleveolar 
epithelium. 3. Expression of the milk from the breast lobules into the 
ducts. 


Studies of the pains of labour and of a new procedure for obstetric analgesia. 

The pains of labour are of two kinds (a) Before the period of expulsion, 
referred pain. .(b) During expulsion the pain is cerebro-spinal due to 
perineal distention. On this hypothesis and following the work of others, 
cutaneous anesthesia with 0.5 per cent novocain was employed at the site 
of the pain. The author considers the effect to be a psychic phenomenon 
the cutaneous end of the reflex arc being blocked. In 51 patients the 
results were good in 62 per cent, fair in 16 per cent and negligable in 24 
per cent. The method cannot be used if the areas in which pain is felt are 
diffuse; but it does not diminish the uterine contraction in any way. 


The blood guanidine and pregnancy. 

The authors’ estimations show that the average guanidine content of 
the blood in the non-pregnant woman is 0.022 gr. per cent and during 
pregnancy 0.034 gr. per cent. 


Dystocia due to fetal retention of urine. 

The patient was in her second pregnancy, age 35; she was admitted 
with a breech presentation which could not be extracted. The foetal heart 
sounds were not heard. Vaginal examination showed marked distention 
of the foetal abdomen. This was punctured and 360 c.c. Of clear fluid 
escaped. Thereafter the dead child was easily extracted. Post-mortem 
examination of the foetus showed a greatly enlarged foetal bladder—larger 
than a full-time child’s head. The bladder walls were thickened. The 
urethral orifice of the bladder was easily visible. Dissection of the urethra 
was only possible for 0.5 cm., and then it was lost in the pelvic tissues. 
Both ureters were dilated and both kidneys were hydronephrotic. 


A new method of local anesthesia for small operations on the uterus. 

The principle is to block the afferent nerves to the uterus at a place 
where they are most easily accessible and grouped in the smallest space, 
i.e., the plexus of Frankenhauser situated below and a little behind the 
point of crossing of the ureter and uterine artery. 

Technique. The cervix is drawn downwards and to one side. At the 
level of the junction of the vaginal mucous membrane and the cervix, a 
needle is pushed in for a depth of two cm, parallel to, and almost in 
contact with the cervix. Test that the needle is not in a vessel by aspira- 
tion, then inject slowly to c.c. of Allocaine Luminiere in 1 in 100 adrenalin. 
Repeat the injection on the opposite side. Anesthesia is complete in five 
to eight minutes and lasts for about half an hour. Dilatation and curettage 
can be carried out without pain and without post operative conplications. 


Statistical study of evacuations of the uterus at the end of pregnancy during the 
year 1929 at the Montpellier Maternity. 
During 1929 in 681 confinements the uterus was emptied by Delmas’ 
method on 24 occasions—an incidence of three per cent. 
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Indications— 


Contracted pelvis 

Large child 

Placetita: «previa: ..... 25. ss. 
Premature rupture of membranes 
Neglected shoulder 
Dystocia—twins ae 
Albuminuria of pregnancy 
Eclampsia 

Feetal distress 

Prolapse of the cord 


i | 


-! N 


The ages of the patients varied from 17 years to 43 years and the period 
of pregnancy from the seventh month to post-maturity. Fifteen patients 
were not in labour and in nine, labour had commenced. 


Results—Maternal—one death and five morbid cases. There were three 
cases of perineal tear and two of complete perineal tear. 


Child.—Nineteen children were born alive; one, revived with difficulty, 
survived; three were stillborn, of whom two were dead before evacuation 
was attempted; one premature child survived only a few hours. 


A last word on the rapid evacuation of the uterus to terminate pregnancy. 

In this note, Delmas defends his position and insists on 1. The necessity 
for following exactly his original technique and dosage for spinal anzes- 
thesia; 2. Digital dilatation of the cervix; 3. Following the indications 
laid down in his first paper. 


Metrorrhagias seen after the menopause and due to a tumour or a cyst of the ovary. 

Moulonguet has seen 55 such cases and in 74 cases of ovarian cysts 
or tumours in old women reported by Hartmann, 19 had metorrhagia as 
a symptom. The author has found the tumours in these cases to be of 
various types, both innocent and malignant. Particularly frequently he 
has: found a papillary psammomatous tumour, not of. large size, with 
seedlings on the pelvic peritoneum. Many of the patients who have 
metorrhagia associated with an ovarian neoplasm can be cured by operation. 

The pathogenicity of the hemorrhage is not fully discussed but the 
author expresses the view that it is of nervous or vascular origin and that 
it is not due to a reawakening of ovarian hormone activity. 


Pregnancy and labour in disseminated sclerosis. ; 

The disease commenced four years before conception in a woman 25 
year old. Her father suffered from tabes. Her blood Wassermann was 
negative and she refused to allow a lumbar puncture. The pregnancy 
aggravated all the symptoms of the disseminated sclerosis especially the 
tremors and urinary incontinence. The labour was quite normal and of 
13 hours duration. During labour the tremors were greatly exaggerated. 
The child was normal and healthy. 
A. A. Gemmell. 
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Revue Francaise de Gynécologie et d’Obstetrique. 


January, 1930. 

Enlargement of the ovary, a sign of early pregnancy. R. Gilles. 

*A study of the origin of atypical placental shapes and eccentric insertions 
of the cord. J. Kreis. 

Treatment of infections of the uterine appendages by pelvi-vaccination. 
J. Louvel. 

Mammary gland therapy in the treatment of intermenstrual congestive 
symptoms. L. M. Pierra. 


February, 1930. 
*Diagnosis and treatment of ruptured extra-uterine pregnancy. P. Begouin. 
*The engagement of the foetal head in primigravidee. J. Andérodias and 
R. Mareille. 
Bleeding into the corpus luteum. J. Guyot and J. Villar. 
The position of low Ceesarean section in the treatment of haemorrhage in 
placenta preevia. P. Balard. 


March, 1930. 
*Statistical and comparative study of myomectomy. R,. Keller and E. 
Bohler. 
Four cases of low Cesarean section. F. Chatillon. 
Normal delivery after low Czesarean section. F. Chatillon. 
The tuboscope in auscultation of tubal insufflation. Markoff. 
The Zondek-Aschheim test for early prgnancy. J. Kries. 


A study of the origin of atypical placental shapes and eccentric insertions of the 
cord. 

The author describes the normal method of placental formation, the 
early universal proliferation of the villi and the subsequent atrophy of all 
but those destined to form placenta. The theory that inadequacies in the 
decidua are responsible for departures from the normal circular placental 
shape, is attacked, and the view is put forward that the placental contour 
is primarily determined by the mode of branching of the vessels of the 
umbilical cord. A distinction of significance is made between abnormal 
placental shape and eccentric insertion of the cord. The latter is not 
considered due to a migration of a primarily central cord insertion towards 
the placental periphery, but to a distortion of the relation of the ventral 
surface of the embryo to the decidua basalis ; these being normally directly 
opposite to each other. This distortion, for which no cause can be cited, 
is invoked to account for both marginal and velamentous insertions. 

The theory of decidual insufficiency is allowed in the case of a bipartite 
placenta, the deficient area being the line of reflexion of the decidua from 
the anterior to the posterior uterine wall; only, however, when the two 
placentze have a narrow intervening bridge of membrane. When this 
bridge is wide the author finds that a causal bifurcation of the vessels at 
the chorionic insertion of the cord is present. 

The points brought forward are illustrated by pictures of placentae. 


The post hoc propter hoc fallacy may be detected in certain of the 
arguments, 
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Diagnosis and treatment of ruptured extra-uterine pregnancy. 

The value of increasing pallor as a sign of internal haemorrhage is 
emphasized. In cases in which a pelvic hamatocoele may have formed 
and the diagnosis from an inflammatory mass is difficult, aspiration of the 
pouch of Douglas per vaginam is advised, preparations having been made 
for laparotomy. Blood counts in subacute cases are of doubtful value and 
may be definitely misleading. In acute cases, however, if the count is 
made during the first few hours after internal haemorrhage has occurred, 
a leucocytosis of between 22,000 and 44,000 per cubic millimeter will be 
found, while, as yet, the red cell count has not fallen. With regard to treat- 
ment, immediate laparotomy is insisted on in all cases, without the delay 
sometimes allowed for recovery from shock, 


The engagement of the foetal head in primigravade. 

The problem of the significance of the date of engagement of the foetal 
head in primigravide is discussed and findings are given in 193 cases in 
which no causal abnormality could be found. Decision regarding the 
engagement of the head is made in each case by estimating the distance, 
in fingers’ breadths, between the vertex and the sacro-coccygeal bony plane, 
and by measuring the distance between the anterior shoulder and the top 
of the symphysis pubis, according to the methods of Farabcef and of Fabre 
respectively. 

In more than half the cases engagement is delayed till the onset of 
labour. It is also observed that the longer the engagement of the head 
is delayed, the higher the forceps rate becomes, for prolonged labour or 
for foetal distress. No note has been made, however, of the number of cases 
in which an occipito-posterior position was present, or the relation of this 
to the forceps rate. 


Statistical and comparative study of myomectomy. 

The immediate and remote results of conservative and radical operations 
for uterine fibromyomata are considered. Elaborate tables of figures are 
given. 

I. IMMEDIATE RESULTS. 

(a) A review of 60,000 cases shows that the mortality of conservative 
abdominal operations is practically the same as that of subtotal hysterec- 
tomy, and distinctly less than that of total hysterectomy. It is noted that 
conservative operations include the removal of pedunculated fibromyomata, 
an operation not involving the risks of an enucleation, and consequently 
decreasing the statistical risks of the conservative group in general. 

(b) The mortality of conservative vaginal operations is less than that 
for total extirpation by the vaginal route, but here also pedunculated 
tumours of easy access teduce the mortality for conservative operations. 

II. REMOTE RESULTS.. 

(a) Radical operations. These are satisfactory from the point of view 
of curing the symptoms. Seven operators, with a total of 900 cases, find 
that complaints are only rarely met with after operation. Hzeemorrhages 
always cease; artificial menopausal symptoms occur in from six to 15 per 
cent of the cases; and a variety of transitory complaints in 12 per cent to 
23 per cent. Recurrences are negligible in number. 








Review of Current Literature 659 


(b) Conservative operations. Myomectomies in 3,061 cases show a 
recurrence rate of 10 per cent. In some of the shorter series this rate is 
from 25 per cent to 30 per cent. More important series show a slight 
recurrence rate, e.g., Mayo 1.5 per cent; Zwibel 1.5 per cent; Bonney 1.4 
per cent. The value of the average percentage is diminished by the fact 
that the length of time during which the cases are kept under observation 
is rarely stated. 

Persistent menorrhagia. Bonney alone found this complaint absent in 
all his cases. Mandelstamm and Murray both find menorrhagia in from 
one per cent to two per cent. Four other authorities with a total of 400 
cases find menorrhagia in from 25 per cent to 80 per cent. 

Subjective complaints. Even apart from menorrhagia the results are 
poor. From 15 per cent to 40 per cent of cases have various complaints, 
some of which were not present before the operation. Consequently, a 
number of the authorities quoted are opposed to the conservative operation. 
Pregnancy after myomectomy. Ina series of 2,143 operations pregnancy 
followed in 224 cases. The number of miscarriages which occurred is 
difficult to determine, but it appears small. 

Short series of cases show a conception rate of about 20 per cent, but 
farger series of several hundred cases, vary from 4 per cent to 13 per cent. 

Myomectomy during pregnancy. A brief review of several series of 
eases is given. The author has collected from the literature 431 cases with 
a mortality of 2.5 per cent. Interruption of the pregnancy occurred in 
19.7 per cent. 

Indications for the operation were given only in 108 cases; usually 
severe pain, pressure symptoms or rapid growth are the indicative 
symptoms. 

The tolerance of the uterus is shown in five cases in which its cavity 
was encroached upon. In all, the pregnancy continued and in at least 
three it reached full time. 

In one case the placenta was exposed, and in another the membranes 
were transfixed with subsequent prolonged escape of liquor amnii. 

Labour following myomectomy during pregnancy. The forceps rate is 
raised, probably out of regard for possible uterine rupture. In two cases 
the appearance of new fibroids necessitated Cesarean section. In one case 


only threatened uterine rupture occurred. Danger from this cause, there- 
fore, seems negligible. 


R. I, .Dodds. 


Bruxelles Medical. 


May IT, 1930. 
*Three cases of genito-peritoneal tuberculosis. J. Rouffart-Marin and M. 
Rouffart-Thiriar. 


May 25, 1930. 
*Krukenberg’s tumour of the left ovary following a case of linitis plastica. 
F. Merken. 
*On Watson’s method of inducing labour. A. Radelet. 
*A case of phantom tumour. J. P. Henrotay. 
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June 8, 1930: 
A case of fatal embolism twelve days after a classical Czesarean section. 
M. Cheval. 


June 15, 1930. 
*Posterior vaginal hernia and its treatment. R. Crousse. 


June 29, 1930. 
Study of maternal and foetal cholesterinzemia : A consideration of icterus 
neonatorum. J. Goveerts. 
*Xanthomatous salpingitis. J. I. Wodon and R. Cordier. 


July 6, 1930. 
*Report of two cases of symphysiotomy by Zarate’s method. R. De 
Guchteneere. 
July 13, 1930. 
Failure of attempt to dilate the cervix in a five and a half months’ preg- 
nancy under spinal anasthesia: vaginal Caesarean section. M. Cheval. 
July 20, 1930. 
*Two successive Caesarean sections in a case of septate uterus and vagina. 
M, Cheval. 


Three cases of genito-peritoneal tuberculosis. 

The authors report two cases illustrating an infrequent form of tuber- 
culous peritonitis of tubal origin. Clinically it is characterized by its 
rapid onset, the acuteness of its symptoms, and its presentation of all 
the appearances of an acute abdomen. 

The first patient, aged 27, presented herself because of pre-menstrual 
dysmenorrhcea and sterility. Pelvic examination revealed no gross 
abnormality. Fifteen days later ‘she was admitted to hospital, 36 hours 
after the onset of acute abdominal pain and vomiting. The face was 
anxious, the pulse small and its rate was rapid; the abdomen was tender, 
distended, and contained free fluid. The tender movable tumour in the 
pouch of Douglas proved, on laparotomy, to be composed of two large cold 
abscesses of tubal origin. Bilateral salpingectomy with conservation of the 
left ovary, was performed, while caseous patches and adhesions on posterior 
surface of the uterus were cauterized. 

The second patient, aged 24, came to hospital 15 days after the onset ot 
acute abdominal pain with a fluid collection in the pouch of Douglas. 
Colpotomy was performed and a large amount of pus was released, with 
relief of the symptoms. ‘Three years later she complained of pre-menstrual 
pain and increasing size of the abdomen. A palpable mass could be felt 
in the left side of the pelvis. Voluminous pus-tubes were removed with 
the fundus of the uterus and the left ovary. The tubes were histologically 
and bacteriologically proved to be tuberculous. The pelvis was drained 
in both cases. Both the patients were seen, after six and 12 months 
respectively, they were clinically cured and enjoyed normal, painless 
menses. Both began with acute abdominal symptoms, the former being 
diagnosed as a twisted ovarian tumour, the latter as acute appendicitis with 
abscess. It is simpler and wiser to perform subtotal hysterectomy in these 
cases. The caseous lesions must, in all cases, be removed. The ovaries, 
if only mildly involved, may be conserved. 
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Krukenberg’s tumour of the left ovary following a case of linitis plastica. 

While the converse is more often emphasized, the surgeon, in the 
presence of an intestinal tumour, should carefully examine the ovaries. 
Studying a museum specimen of Krugenberg’s tumour (macroscopically 
labelled ‘Sarcoma’) Mercken discovered the history and stydies the case in 
retrospect. In 1920 the patient was aged 30, and underwent a partial 
gastrectomy for a pyloric tumour. Microscopically its structure was 
characteristic of linitis plastica limited to the pyloric end of the stomach. 
She attended the gynzecological clinic in January, 1922, for prolapsus uteri. 
A ring was inserted and no pelvic tumour was discovered. In March, 1923, 
she complained of hypogastric pain, and a tumour was discovered in the 
left side of the pelvis. Left ovariotomy for a bosselated tumour, the size 
of the foetal head at term, was performed, together with partial resection 
of the right ovary for cystic disease. Five months later a large rounded 
tumour was felt behind the uterus. It was ascertained that she died else- 
where in 1925, presenting symptoms of multiple metastases. An autopsy 
was not performed. 

The ovarian tumour has been definitely identified as an example of 
Krukenberg’s tumour. There is, then, a succession of events, investiga- 
tions and interventions in perfect chronological order. The author 
speculates on what would have happened had prophylactic ovariotomy been 
performed at the first operation. The right ovary should have been 
extirpated at the second operation, had the surgeon been acquainted with 
the details of the patient’s previous history. 


On Watson’s method of inducing labour. 

Radelet quotes two cases which, to his mind, invalidate the common 
statement that oxytoxics are efficient only when given within two or three 
weeks before term. Both patients were threatening to miscarry at the 
fifth month. Details are given of the exact method employed. In one case 
it was completely successful in emptying the uterus. In the other, a 
case of twins, one foetus was expelled with the placenta, the other was 
removed manually. After quoting authorities to the contrary, he reiterates 
his belief that the method is one of useful recourse at any period of 
pregnancy. 


A case of phantom tumour. 

Henrotay diagnosed an ovarian cyst in this patient, who had a cystic 
tumour reaching to the umbilicus, and who was convinced of the presence 
of foetal movements. The phantom tumour disappeared with sudden 
decrease in the size of the abdomen on the eve of operation. Cceliotomy 
revealed a ruptured papilliferous cystadenoma. The pedicle had twisted 
through one and a half turns, and rupture was due to a patch of aseptic 
necrosis in its wall. The growth had nowhere extended through its walls. 
The patient’s recovery was complete. 


Xanthomatous salpingitis. 


The present example occurred in a woman, aged, 26, who complained 
of intermittent attacks of abdominal pain, most marked during the periods. 
Bilateral tubo-ovarian swellings were diagnosed. Two freely movable tubal 


P 
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swellings were removed at laparatomy. Macroscopically the tubes were 
hypertrophied and the abdominal ostia were closed. The lumen was filled 
with a thick whitish exudate. In the ampullary region the mucosa presented 
a unique appearance due to a large number of raised villous-like granu- 
lations, uniformly 2 to 3 mm. in height. Histologically, no signs of tuber- 
culous lesions were found. At the fimbriated end of the tube there were the 
usual signs of acute salpingitis. The axial cores of the villous-like 
granulations consisted of numerous large round cells with perfectly clear 
cytoplasm, and a small centrally situated nucleus. The covering epithelium 
retained its normal appearances. The lipoid nature of these cells is proved 
by their reactions to Sudan III, their double refractility to polarized light, 
and their positive reaction to Liebermann’s test. The xanthomatous cells 
are identical with those found in the spleen in Gaucher’s disease. The only 
previous study is of three cases collected by Daniel in 1923. 


Posterior vaginal hernia and its treatment. 

Posterior vaginal hernia is often confused with rectocoele. A number 
of cases diagnosed as the latter are probably really herniz. The normal 
sac arises from the pouch of Douglas, and its internal ring is formed by the 
uterosacral ligaments, the posterior surface of the uterus, and the anterior 
wall of the rectum. The condition is an acquired one, and is predisposed to, 
by an abnormal depth of the pouch of Douglas. Its formation is favoured 
by pregnancy, ascites, tumours and abdominal hysteropexy. According 
to the final direction of its fundus, the sac gives rise to a rectal, perineal or 
posterior vaginal hernia. Diagnosis is made by the presence of a rounded 
and regular swelling covered by healthy vaginal mucosa, with a character- 
istic impulse on coughing and a gurgling noise on reduction. The finger 
in the rectum shows that the wall of the latter is not involved in this 
descent. 

Crousse exposes the sac through the usual incision for rectocoele, strips 
up the sac anteriorly as far as the isthmus, and posteriorly to the point 
where peritoneum becomes adherent to the rectum. After excision of the 
sac the ring is closed by picking up its constituent parts with several purse 
string sutures. The operation is completed by perineorrhaphy with union 
of the levator ani muscles. 

There are six cases of posterior vaginal hernia mentioned in the litera- 
ture following abdominal hysteropexy. After this procedure the total 
abdominal pressure is directed against the floor of the pouch of Douglas— 
the least resistant part of the pelvic floor. 


Report of two cases of symphysiotomy by Zarate’s method. 

De Guchteneere believes there is a field for Zarate’s symphysiotomy in 
those cases in which the choice of treatment lies between Czesarean section 
and high forceps application. It is an operation of choice, never of necessity. 
Preservation of the superior pubic ligament is realized by this method and 
the separation of the pubic bones does not exceed 3 cm.. He quotes 
two cases of previous instrumental deliveries through contracted pelves 
with resulting stillbirths. He delivered both patients successfully after 
symphysiotomy. In one, the partial separation became complete during 


forceps traction, and he admits Czesarean section would have been better 
in this case, 
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Two successive Cesarean sections in a case of septate uterus and vagina. 

There were six years between the two operations. Both pregnancies 
occurred in the right uterine horn. The left tube and round ligament arose 
from the uterus, 10 cm. below the fundus. On the sixth postoperative day, 
a decidual cast was thrown off from the left uterine horn, a complete sac 
being passed on the latter occasion. 

C. Mc. Marshall. 


Archives fiir Gynadkologie. 


Vol. 141, No. 1, May 12, 1930. 

Festschrift in Honour of Ludwig Fraenkel. 

The mode of action of the anterior hypophyseal hormone. E. Fels. 

Further researches concerning the interchange of sexual hormone during 
parabiosis. E. Fels. 

Researches concerning the anterior hypophyseal hormone in pregnant 
mammals. M. Gutman. 

*Experimental hyperfeminism. W. Reiprich. 

The relations between the thymus and genital glands. Part I, cyclic 
phenomena. A. Walter. 

Cytological alterations in the ovary of the mature white mouse after 
X-ray radiation. C. Geller. 

Occlusion at the tubal angles of the uterus during early ‘pregnancy. A. 
Hermstein. 

Histogenesis and morphogeneses of myoma uteri. M. Schdéssler. 

*The question of antibacterial activity of carbon applied in utero in the 
treatment of abortion. B. Beuthner. 

*Expression of the corpus luteum. J. Halban. 

Menstruating endometrioma of the superficial fascia. J. Krebs. 

Endometriosis simulating carcinoma of the rectum. V. Metz. 

Malignant metastasis in the abdominal wall, eight years after operation 
for non-malignant ovarian tumour. F. Heimann. 

A simple method of X-ray measurement of the conjugata vera. J. Granzow. 

Rectal tokokinesis. W. Hannes. 

Post-operative effects of narcosis and anzesthesia on the bactericidal 
properties of normal human blood. G. J. Pfabz and M. Rittau. 

Syphilis and surgery. G. Gellhorn. 

*Further cases of resection of the sacral promontary. H. H. Schmid. 

Medico-legal experiences of blood-grouping investigations in connexion 
with alimony suits. G. Strassmann. 

The presence of large amounts of the female (sexual) hormone, menformon, 
in the blood of male patients suffering from cancer. E. Dingermanse, 
J. Freud, S. E. de Jongh and E. Laquer. 

Persistence of a tubular urogenital sinus. G. Schubert. 


Vol 141, No. 2, June 22, 1930. 
The most important findings in the psychiatric study of heredity and their 
significance in eugenic practice. H. Luxenburger. 
*The functional behaviour of the ovary after operative removal of the uterus 
Fr. Kok. 
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The employment of high frequency currents for tissue cauterization and 
section with special reference to the tissue changes thus produced. H. 
Kiickens. 

Metabolism of the uterine mucosa in the different stages of its biological 
function. K. Adler. 

Experimental researches concerning metabolic processes (reduction of 
methylene blue) by non-pregnant, pregnant and foetal animals. (To- 
gether with a note concerning the influence on metabolism of ovarian 
and anterior hypophyseal hormone preparations). C. Holtermann. 

Carbohydrate metabolism in normal and pathological pregnancy. A. 
Wodjachin. 

*Physiology of the corpus luteum. Parts II] and IV. H. Knaus. 

*Tate results of classical Csesarean section, as-shown by histological 
examination of the uterine scar. W. Pokrowsky and J. Rabinowitsch. 
Concerning the lymphatic apparatus of the endometrium. H.O. Neumann. 
Is there an intra-uterine kidney secretion? H. Guthmann and W. May. 
A typical hypernephroid blastoma with metastasis formation in the region 

of the female genitalia. F. A. Wahl. 

Alteration of the form and distribution of calcium during pregnancy. K. 
Hellmuth and O. Timpe. 

The mechanism of the appearance of anthrakocidal components in the 
blood during pregnancy and the puerperium. F, C. Hilgenberg and 
W. Pfannenstiel. 

Gynakomastia: the connexions between the germinal glands and sex 
characters. B. Kriss. 

Cartilaginous inclusions in the endometrium. S. Blasek. 

The internal secretion of the corpus luteum. E. W. Winter. 

The carcinoma problem. Part V. “Behaviour of serum proteins. H. Guth- 
mann and H. G. Plotz. 


Vol. 142, No. 1, July 2, 1930. 
Festschrift for Albert Déderlein. 

*Sterilization by displacement of the Fallopian tube. A. Littauer. 
Benign tumours of the urethra: a case of fibroma urethra. F. Moraller. 
Uterus solidus rudimentarius duplex with absence of the cervix and vagina 

solida. F. Moraller. 

*What is the best form of narcosis? K. Baisch. 

Symptomatology, prophylaxis and treatment of eclampsia and its pre- 
cursors. L,. Seitz. 

*Operative treatment of extensive vesicovaginal fistulae. (Combined 
vaginal and abdominal approach with wide incision of the bladder.) I. 
Seitz. 

Restoration of the urethra and of its mechanism of closure. IL. Seitz. 

Development of the radiological section at the Universitats-Frauenklinik 
at Miinich. E. R. v. Seuffert. 

Intermediate fat metabolism of the foetus. I. Niirnberger. 

*Extraperitoneal Cesarean section. I. Niirnberger. 

Radiological treatment of uterine-myoma. E. Zweifel. 

*Laws regarding abortion among civilized nations. T. v, Miltner. 

Death in hyperemesis gravidarum. H. Saenger. 

Placenta praevia, H, Schnitzer, 
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Obstetric training of the physician, and the scope of midwifery in the 
home. G. Déderlein. 

Treatment of brow and face presentations. J. von Khreminger-Guggen- 
berger. 

Physics and medicine. F. Voltz. 

Atonic hemorrhages at the Miinich Universitaéts-Frauenklinik during the 
last ninety years. .K. Meyer. 

Adenocarcinoma uteri and radiotherapy. K. Stricker. 


Experimental hyperfeminism. 

That implantation of ovarian substance leads to diminished fecundity 
in rats was proved by Bondi and Neurath, by Cabiglio in rabbits, and by 
Haberlandt, using the ovaries of pregnant animals, in rabbits and in guinea 
pigs. The writer confirms these results, and he finds in addition that 
implantation done during the first half of pregnancy does not influence 
its course. The hyperfeminised animals, of whom 50 per cent were tem- 
porarily or continuously sterile, did not show, macro- or microscopically, 
abnormalities in the ovum, in the ovaries or in the uterus. The progeny 
of rabbits into which an ovary or ovaries had been implanted during 
pregnancy were equally divided between the sexes; but when the trans- 
plantation was done during the two months before copulation there were 
twice as many males as females. Temporary sterility, after the exhibition 
of ovarian extracts feminin, sistomensin, and folliculin or of extracts of 
the ovaries of pregnant animals, or of extracts of the placenta, has also been 
reported. 


The question of antibacterial activity of carbon applied in utero in the treatment 
of abortion. 

Speedy diminution of pyrexia, of foetid discharge, and of bleeding, and 
comparatively rapid recovery are described in 64 cases of febrile abortion 
in which one to three carbon pencils, five centimetres long and seven 
millimetres thick were inserted and left in the uterus. No gauze drain was 
employed and the treatment was preceded by dilatation of the cervix when 
necessary, by emptying the uterus with the finger and the blunt curette, 
and by washing out of the cavum by means of warm alcohol. The principle 
of intra-uterine application of carbon was borrowed from veterinary surgery, 
and it has been recommended by Benthin, Geiler, Nahmacher and others ; 
it appears to owe its effiicacy to adsorption, dessication and detoxication 
rather than to bacteriolytic activity. 


Expression of the corpus luteum. 

The internal secretion of the corpus luteum (membrana granulosa of the 
follicle) is induced by the hyperezemia, which, during menstruation, affects 
not only the genital but also other organs (e.g. the red marrow of bones). 
This wide-spread hyperzemia may lead during menstruation to exacerbations 
of chronic morbid conditions in the abdomen, in the lungs and in the brain 
and to an increased tendency to hemorrhage during operation or tv 
heematoma-formation after operations. Halban makes it a general rule to 
remove, when possible, the corpus luteum at operation, especially during 
the pre-menstrual, and post-menstrual phases: he prefers not to operate, 
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especially per vaginam during the post-menstrual phase. Expression of 
the corpus luteum at abdominal operation or vaginal operation offers no 
technical difficulty. The corpus luteum springs out of its smooth bed in 
the ovary, if that organ is pressed between the finger and thumb: a catgut 
suture is subsequently introduced. 


Further cases of resection of the sacral promontary. 

Resection of the sacral promontary in contracted pelvis still remains a 
justifiable operation, it is possible that it is susceptible of further improve- 
ment. About 50 cases have been reported, but few have been done during 
the last seven years, partly because subsequent callus formation has been 
reported which annuls the dimunition in the conjugate diameter, and partly 
because of the good results reported from the alternative treatments of 
symphysiotomy and pubiotomy. Seven additional cases of resection of the 
sacral promontary are here reported: the one maternal death is attributed 
to latent syphilis. All were done after Caesarean section. Only one patient 
subsequently became pregnant and her thirty-four hours in labour ended 
spontaneously in the birth of a living child weighing three kilograms ; 
the conjugata vera was originally estimated at 7.75 cm. Radiological and 
other examination of the six survivors showed that no formation of callus 
or of bony spurs had taken place. The important technical point is the 
excision of the periosteum and anterior longitudinal ligament over an 
area three millimetres wider than the bony section, which involves 2 cm. 
in thickness and an area 3 cm. in breadth and 4 cm. in length. Hemostasis 
caused difficulty in two of seven cases. 


The functional behaviour of the ovary after operative removal of the uterus. 

An attempt by examination of vaginal smears in white mice after 
operative removal of the uterus, to demonstrate the dependence of ovarian 
function on uterine influence led to a negative result; after a temporary 
disturbance, attributed to shock and other operative influences, the normal 
cyclic vaginal phenomena were restored. This observation, it is admitted, 
does not accord with the results of those workers who have found morpho- 
logical changes in animal ovaries after hysterectomy, nor with clinical 
experience in the human subject. Possibly Fankow’s ascription to the 
uterus of a special internal secretion, the absence of which causes artificial 
menopausal symptoms after hysterectomy, is correct. If deprivation of 
the uterus does not disturb the ovarian function it is logical in young 
patients to preserve the ovaries, whenever possible, at operation; on the 
other hand menopausal symptoms after hysterectomy alone have, in some 
cases, been at least as pronounced as after removal of uterus and ovaries; 
it is also of importance-that cystic degeneration of the ovaries left in situ 
after hysterectomy is not infrequent and may necessitate further operation. 


Physiology of the corpus luteum. Parts III and IV. 

Together with parts I and II (Arch. fiir Gyndkol., Band 138, Heft I, 
August 13, 1929, p. 201) this constitutes an experimental study of the 
physiology of the corpus luteum in the rabbit. In this animal copulation 
with a vasectomized buck leads to a pseudopregnancy of 16 days’ duration, 
and ovulation follows copulation. During-the pseudopregnancy the 
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influence of the corpus luteum on the uterus is demonstrable 32 hours after 
coitus : the myometrium loses its excitability to extract of the posterior 
lobe of the pituitary gland, and there is marked proliferative activity in 
the uterine mucosa. Proliferation is also noted in the mammary glands, 
and, in the ovary, the corpus luteum inhibits ripening of the follicles and 
ovulation. Extirpation of the corpus luteum causes these changes to 
come to a standstill or to regress in the uterus, in the breasts and in the 
ovaries; for example, ten hours after the extirpation the myometrium 
regains its excitability to posterior pituitary extract. In rabbits ablation 
of the corpus luteum during pregnancy invariably causes abortion. During 
pregnancy the secretion of the corpus luteum becomes diminished from the 
eighteenth to the terminal days. The uterine and mammary changes, 
attributed to corpus luteum activity, are more pronounced in pregnancy 
than in pseudopregnancy. A distinction is made between a corpus luteum 
spurium and a corpus luteum graviditatis, the former becoming transformed 
into the latter by means of a hormone from the ovum, The cyclical character 
of the ovarian function is dependent on the corpus luteum, which also has 
the effect of excluding the female genitalia from the hormonic influences 
of the whole of the pituitary gland. 


Late results of classical Cesarean section, as shown by histological examination of 
the uterine scar. 

Descriptions and photo-micrographs are given of seven scars of classical 
Ceesarean section. They were excised during subsequent Czsarean 
operations, and four showed considerable thinning of the muscu- 
lature. It is pointed out that the percentage of uterine ruptures in old 
Cesarean scars, although small—3.7, 2.25 and 4.0 per cent respectively— 
in the largest series of Holland, Wilson and Wille becomes significantly 
greater when reckoned in comparison with the number of subsequent labours 
which are terminated naturally and not by a second Cesarean operation. 
Thus reckoned the percentages become 18.75, 7.6 and 11.0 per cent 
respectively. Infection appears to play little part in causation of rupture 
of the scar; in most cases of rupture convalescence from the antecedent 
Ceesarean operation has been apyrexial. Frobably a frequent cause of 
rupture is failure to insert sutures sufficiently deeply to approximate the 
whole thickness of the wounds in the myometrium. The authors state that 
labours in those who have’had Cesarean section performed should be con- 
ducted in hospital, and they believe that rupture of the uterus is so 
frequent a sequel that careful limitation of the indications for Caesarean 
section is desirable. 


Sterilization by displacement of the Fallopian tube. 


Radical operations on the Fallopian tube for the purpose of sterilization 
are uncalled for, although justified when the Fallopian tube, or a portion 
of it, is diseased: section of the Fallopian tube offers less favourable 
chances of induction of sterility and of later (optional) restoration of 
fecundity than are afforded by diversion of the tube. Of this the following 
methods are reliable (1) Stoeckel’s inguinal method (2) Sellheim’s insertion 
in the broad ligament (3) fixation in the vesico-uterine space (Schweitzer, 
Littauer I.) (4) Alfieri’s fixation between the uterine muscle and the 





668 Journal of Obstetrics and Gynecology 


reflected vesical peritoneum (5) fixation of the Fallopian tube on the 
posterior uterine wall, the ampulla being covered here by suture of the 
round ligament (Littauer II). 

(1)Stoeckel’s operation is indicated when laparotomy is inadvisable or 
unacceptable to the patient and it finds an appropriate place as a comple- 
ment to‘operative emptying of the uterus during the early months of 
‘pregnancy. Abscess and hematoma formation after several years have 
been recorded. Littauer prefers to leave the tube in the inguinal canal 
rather than between the abdominal muscles and facia. (2) Sellheim’s 
operation has, in Pfeilsticker’s hands, led to four year’s sterility and then 
to early conception after replacement of the tube. Cases are recorded, 
however, in which it has been ineffective. (3) Fixation in the vesico- 
uterine space has been successfully performed in Spain by Polanos 
(Revista Médica, 1928) but in one of his cases the operation was quickly 
followed by pregnancy. (4) Alfieri’s operation has usually been done as 
a preliminary to clearing of the ovum from the uterus during the early 
months. Littauer finds it simple and speedy and states that it has so 
far been done effectively in thirty cases. Restitution of tubal function 
after this procedure does not appear to have been attempted. (5) Littauer 
here describes and illustrates the operation which he prefers, especially in 
patients with uterine retroversion or descent. Among the contraindications 
are insufficient or excessive length of the Fallopian tube, in which case 
sterilization is best effected by a van de Velde luxation of the ovary. 
Littauer has done the tubal operation in eight cases with success, but has 
not yet tried restitution. 


What is the best form of narcosis? 

Pernocton is preferable to somnifen as a narcotic given intravenously 
and supplemented by inhalation of ether or chloroform in small amounts. 
Sleep is induced more quickly and lasts for a shorter time after operation, 
and there is no depression of the respiratory centre. It has been used at 
Stuttgart for 1,200 gynecological operations (270 laparotomies) and in goo 
labours, with 12 deaths among the former and three deaths among the 


latter, none being connected with the anesthetic. Only three cases of 
pneumonia occurred. 


Operative treatment of extensive visicovaginal fistule. 

A description of the successful closure of a vesico-utero-vaginal fistula 
adinitting two fingers and closely connected with the pubic ramus and both 
ureteral openings. After partial mobilization of the track and upward 
reflection of the bladder per vaginam, the abdomen was opened, the bladder 
was incised from its fundus along the posterior wall to the trigone, and 
the fistula pulled upwards and repaired. Importance is attached in such 
an operation to the raising of the pelvis during the second stage. 


Extraperitoneal Caesarean section. 

Extraperitoneal Caesarean section has of late years found few advo- 
cates with the exception of Déderlein and Kiistner. Sixty such operations, 
however, have been done from April, 1928, to March, 1930, at the Halle 
Universitats-Frauenklinik. Great importance is attached to routine gauze 
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drainage of the connective tissue plane which is opened. About half the 
patients had pelvic contraction and ten had pyrexia before operation. The 
results were unexpectedly good and no patient died, or appeared to suffer 
from, peritonitis. The deaths numbered three, two in eclamptics and one 
from late post-partum bleeding. There were three foetal deaths. Acci- 
dental opening of the peritoneum before incision of the uterus occurred in 
eight cases, and peritoneal tears during delivery occurred in five. Primary 
healing was obtained in forty-seven cases. The technical difficulty of the 
operation diminished very voticeably with increasing experience and in 
this series the time from skin incision to delivery was from four to 15 
minutes (usually five to ten minutes) and the total operation time was 13 to 
35 minutes. 


Laws regarding abortion among civilized nations. 

A summary of the laws of civilized countries, including China, Japan 
and Egypt, concerning abortion is given. Induction of abortion by the 
pregnant person is a penal offence save in France, in Russia and apparently 
in Czeko-Slovakia. The laws of Soviet Russia (1919) are quoted and 
although free abortion, the necessity for which is decided by a commission 
consisting of (1) a doctor (2) a representative of a protective organization 
for mothers and infants and (3) a delegate of a workmen’s league of culture, 
may be had in Soviet hospitals, professional unqualified abortionists abound 
and 50 per cent of cases are said to become infected and four per cent to 
die. In Germany since 1926 penalties for abortion have been lightened, 
and in certain cases punishment may be omitted at the Judge’s discretion : 
a further relaxation of the penal laws in the near future has been envis- 
aged by criminologists, but is not generally favoured by physicians. 


W. E. Crowther. 


Zentralblatt fiir Gynakologie. 


March 8, 1930. 
*Myolipoma and lipoma of the uterus. R. Glass. 
*Rupture of the uterus following previously performed Czesarean section. 
Th. Steinforth. 
The question of the new practice of obstetrics drawn up by the Leipzig 
congress. M. Hirsch. 
*A case of haematoma of the abdominal wall during pregnancy. Ch. Abelin. 
Sudden death from embolism after spontaneous delivery. F. Wittenbeck. 
*The opening of the uterine cavity in conservative abdominal operations. 
Th. Michlovitsch. 
*Healing of condylomata accuminata treated with ultra violet rays. M. 
Hart. 
March 15, 1930. 
The menstrual cycle of the human vagina. F. Keller. 
Experimental research into efficiency of the ovary after extirpation of the 
uterus. F. Unterberger. 
The urea and calcium concentration in three cases of eclampsia. W. Krane. 
*The late outlook of cases of eclampsia and pre-eclampsia. R. Kebes. 
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Modification of Pelano’s operation of median suspension of the uterus. 
B. Ulrichs. 

*A defence of the use of metronoikters. P. Wolff. 

*A clinical contribution to the question ot uterine cancer. N. Kakuschkin. 


March 22, 1930. 
Obituary of William Zangemeister. P. Esch. 
*Intra-uterine pregnancy after double tubal pregnancy treated by operation. 
W. Zangemeister. 

The follow-up of cases treated by retrouterine attachment of the round 
ligaments. H. Kienlin. A 
*The use and theory of the treatment of hyperzemesis with sugar and 

insulin. P. Caffier. 
On the calcium therapy of adnexal inflammation. F. Bosken. 
Review of the work of Professor Esch on hormonotherapy by injection of 
blood from a pregnant woman in dysmenorrhcea. C. de Maertua. 
Observations on the work of Cordua. F. Binz. 
Fibroma molluscum graviditatis. E. Burg. 


March 29, 1930. 

Arrest of the doctor for malpraxis. M. Henkel. 

Arrest of hemorrhage in complicated abdominal and vaginal total uterine 
extirpation. H. Kustner. 

*Intravaginal treatment of the stump after amputation of the corpus uteri. 
C. Rindfleich. 

The results of treatment of genital carcinoma. P. Feldweg. 

Research into the chlorides present in the sweat of pregnant women in 
relation to the cooking water salt content. B. S. Tarle and N. N. 
Olerskaja. : 

On long, hot, vaginal douching. W. Englemann. 

*On cardiac treatment in menorrhagia and metrorrhagia. G. Daneff. 


April 5, 1930. 

Experience of suture of the recti in median abdominal incision. M. Henkel. 

Operations of convenience. H. Selheim. 

*Puerperal sepsis and pyeemia, the differentiation and the indications for 
vein ligature. K. Sommer. 

The increase in weight of the new born following post-natal transfusion. 
A. Allmeling. 

Torsion of the tube. H. Walawelski. 

Anatomy and eetiology of interstitial pregnancy. Blagedaew. 


April 12, 1930. 

Experimental work 6n the muscle physiology of the pregnant uterus. 
H. Runge and H. Hartmann. 

* Two rare cases of uterine tumour. R. van Akkeren. 

Injury of the cervical spinal cord in the new born without cerebral lesion. 
P. Rissman. 

Reply to the communication of Prof. Gragert and Dr. G. E. Zander on 
the theoretical explanation and the clinical usefulness of Dienst’s 
pregnancy reaction. A. Dienst. 

Elephantiasis vulve and pregnancy. H. Kamniker. 
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April 19, 1930. 

Diagnosis of tumours adjoining the uterine cavity by hysteroscopy. F. 
v. Mikulicz-Radecki. 

Contribution to the question of retinal changes in eclamptic amaurosis. 
F. Loose and C. Schroeder. 

How can the outlook of diffuse puerperal peritonitis be improved? F. 
Engelmann. 

N,O narcosis and its technique. A. Rena. 

Accessory mammary glands in both axilla. M. Wachtel. 

*Laminaria tents and their forbidden use. F. Eberhard. 

April 26, 1930. 

*The question of pernicious anemia of pregnancy. K. Helm. 

*Human girdle placenta and its etiology. E. Phillipp. 

Research into the vitamin content of human milk. E. Vogt. 

The results of combined N,O narcosis in gynzcological operations. 
Av. Feket. 

Blood clot mould of the puerperal uterus in retention of placental tissue 
G. Schafer. 

Experiences in 1000 cases treated by diathermy. Iv. Buhe:. 

Division of the clavicle. H. Spencer. 


May 3, 1930. 
*The treatment of vesico-cervical fistula by electrocoagulation. J. Gottlieb. 
*The treatment of small vesical fistulae by diathermy. B. Ottuw. 
*A means to make cystoscopy easier in cases of vesico-vaginal fistule. 
T. Goldbergas. 
*Urethro-vaginal fistula following evacuation of the aborting uterus. W. 
Israel. 

Injury to the ureter from a catheter. B. Ottow. 

The indications for termination of pregnancy on account of pyelitis and 
a contribution to the pathogenesis of pyelitis of pregnancy. H. Rossen- 
beck. 

May 10, 1930. 

Experimental research for the hormone of the corpus luteum in the testis 
of the mouse. C, Clauberg. 

The meaning of dosage and other fundamental questions in ovarian 
hormone therapy. P. Hauptstein. 

Pseudohermaphrodism masculinus externus et internus. G. Schultze. 

Rupture of the uterus during labour. H. Sachs. 

A telangiectatic granuloma of the vulva. J. Arnold. 

A polypoid myoma adherent in the uterine cervix. Z. Szathmary. 

The question of the surgical sterilization of women. S. Haskin. 


May 17, 1930. 
Remarks on the contribution by Hirsch on the question of the new practice 
of midwifery drawn up by the Leipzig congress. G. Winter. 
“‘Guttadiaphet”” by F. Meyer, Bierast and Schilling in midwifery and 
gynecology. C. Baucks. 
An enquiry into the effect of insulin on ovarian secretion. A. Hofman- 
Bang. 
True diphtheritic infection of the eyes in the new born. P. Gornick.. 
A case of fibro-endocarditis of the new born. Fr. Straus. 
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Complete incontinence of faeces after Schubert’s operation for formation 
of vagina and its healing. E. Heyer. 
Vaginal drainage by the method of Mikulicz. D. Maluschew. 


May 24, 1930. 

*Primary ectopic chorionepithelioma in a case of intrauterine vesicular mole. 
G. Halter. 

Findings in the tests for pregnancy by the Ascheim-Zondek method. 
F. A. Wahl. 

The etiology of injuries in coitus. L. Breda. 

*(Gonococcal septicaemia in the puerperium. M. Trancu-Rainer. 

Encephalitis in pregnancy.’ M. Trancu-Rainer. 

The new practice of midwifery. K. Oppenheimer. 

May 31, 1930. 

*Pregnancy and diabetes. H. Nevinny and G. Schrocker. 

*Labour in congenitally deformed uteri. K. Daubenspeck. 

*Rupture of the uterus in a bicornuate unicolic uterus. H. Meyer. 

Pneumococcal vulvovaginitis. M. Traneu-Rainer. 

Changes in the white blood count after radium treatment of carcinoma of 
the female genitals. J. Kalman. 

Antepartum hemorrhage and intrauterine death from rupture of a funic 
vessel with a valamantous insertion. F. A. Wahl. 
June 7, 1930. 

*Experiences of suture of the recti in median abdominal incisions (with 
observations on operations for separation of the recti and post-operative 
ventral herniz.) W. Latzke. 

Animal experiments into Zangemeister’s homologous immunization diag- 
nosis of paternity. H. Rupp.., 
Inhibition of growth of germinating cress seed treated with eclamptic 
blood. M. Rodecurt. 
Abscess of the portio. M. Trancu-Rainer. 
Cupric catgut. W. Rosenthal. 
Treatment of inoperable cancer of the ovary. Th. Michelitch. 
June 14, 1930. 
Intravenous pyelography in pregnant and non-pregnant women. P. 
Schumacher. 
Diagnosis of renal efficiency. Streit. 
Renal investigations before and after delivery. H. Kamniker. 
Renal carbuncle and infarct in the same kidney. L. Petersen. 
Cystoscopic findings after delivery by Ceesarean section. H. E. Scheyer. 
Ligature calculi in the female bladder B. Ottow. 
Foreign bodies in the bladder and vagina and their extirpation. M. 
Gutman. 
June 21, 1930. 

*Chorionepithelioma and pregnancy reaction (AZR). Kk. Ehrhardt. 

*The Ascheim-Zondek reaction and the indications for operation in chorion- 
epithelioma. O. Fahlbusch. 

Precautions against the misuse of the Ascheim-Zondek reaction. A. Stern. 

*rooo cases of avertin anesthesia for gynaecological operations. W. Scheidt. 

Analgesia in labour from local anzesthesia with percain. A. Gremme. 

*The diagnosis of secondary abdominal pregnancy. W. A. Chatunzew. 
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June 28, 1930. 

Reports 1 and 2. Quantitative estimation of the sexual hormones. H. 
Siebke. 

The hormone content of maternal and foetal blood at the end of pregnancy. 
F. Siegert and Schmidt-Neuman. 

The use and theory of the treatment of emesis gravidarum by sugar and 
insulin. J. Hofbauer. 

The occurrence of corpus luteum bleeding. J. Amberger. 

*Spontaneous delivery of a living giant child. W. Ketter. 

Experiences with pernoctor in minor gynxcology. O. Braun. 


July 5, 1930. 

Treatment of difficulties in early lactation by the electrical breast pump. 
E. Vogt. 

A case of retinal haemorrhage during labour. H. Marcus. 

Puerperal pyzemia and its treatment. W. Stockel. 

Severe anemia of pregnancy complicating chorionepithelioma. Z. V. 
Szathmary. 

Gynecological orthopzedics. The significance of deformities of the hips 
in women. A. Schanz. 

The conservative treatment of chronic inflammatory pelvic diseases with 
entersol. E. Schafft. 

Treatment of intestinal symptoms at the climacteric. J. Strecker. 


July 12, 1930. 

The action of anterior pituitary hormone ‘‘Prolan’”’ on ovarian infantalism. 
A. Mahnert. 

Results of multiple dosage of sexual hormone. H. Siebke and P. Schus- 
chama. 

Heematological examination and therapy of hemorrhage of puberty by 
blood injection or small transfusion. E, Maurizie. 

Experimental lengthening of pregnancy by corpus luteum extract. L. 
Miklos. 

Elephantiasis of the clitoris. H. Baumm. 

Pernocton combined with lumbar anzesthesia. E. Heyer. 


July 19, 1930. 

Some minor points in obstetrics. O. Pamkew. 

The question of treating intrapartum foetal asphyxia without operative 
interference. The late outcome of children delivered by forceps. H. 
Krukenberg. 

Examination of blood cholesterol in normal and toxeemic pregnancies. 
E. Barsony. 

The course of development of the fcetus and the progress of pregnancy 
under dosage with vitamin D Vigante. H. Nahmmacher. 

Diagnosis of intrauterine tumours. W. Sigwart. 

New temporary tubal sterilization. W. Pfeilsticker. 


Myolipoma and lipoma of the uterus. 

R. Glas points out the rarity of fatty tumours of the uterus. Since the 
year 1926 to the present time, out of 938 cases of myomata and polypi of 
the uterus there were 11 cases of myolipoma and one pure lipoma. The 
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muscular tissue showed hyaline degeneration and when there were multiple 
myomata only one myoma would show fat cells. 


Rupture of the uterus following previously performed Cesarean section. 

Steinforth reviews the results of Caesarean section through the fundus, 
anterior wall of the upper segment and lower uterine segment incisions. 
He describes a case of rupture of the scar of a cervical incision. The 
patient, aged 22, gave a history of hemorrhage, which her doctor diagnosed 
as due to placenta preevia. Three years previously she had had a Czesarean 
section performed in Elberfeld for contracted pelvis. The patient had a 
pendulous abdomen and there was a mid-line incision, which had healed 
by second intention. 

There was no further bleeding after her admission to hospital, but two 
weeks later she complained of pains localized to the lower part of the 
abdominal scar. The pains were not severe and after a dose of holopin 
she slept all night. The patient was given a dose of 0.5 c.c. of pituitrin 
with only weak results and operation was decided upon because of the 
disproportion of the head to the pelvis. 

Entry into the peritoneum was difficult because of the omental adhesions 
to the back of the scar and when the uterus, which was also adherent, was 
freed the foetal membranes were seen to be bulging through the old. uterine 
scar making a tumour of the size of an apple. The gap in the scar made 
an opening 4.7 cm. in diameter. The edge of the scar was excised and the 
raw edges were closed as the patient did not wish to be sterilized. The 
writer explains the weakened scar by the occurrence of adhesions and the 
formation of a septic track between the suppurating abdominal wound and 
that in the uterus. 


A case of hematoma of the abdominal wali during pregnancy. 

Abelin gives an account of a case of abdominal wall haematoma in a 
patient, with six children, aged 4o years. Following a severe bout of cough- 
ing she had sudden acute abdominal pain, which caused her to collapse on 
the floor. The condition was unaccompanied by genital bleeding. On 
examination, the uterus, which was pushed over to the left, reached to 
within a hand’s breadth of the xiphistrenum and in the upper right ab- 
dominal quadrant there was a tender, tense swelling. 

Accidental hemorrhage was excluded because of the softness of the 
uterus and the living foetus. The patient asked to be sterilized and because 
of this wish and the uncertainty of the diagnosis Caesarean section with 
sterilization was undertaken. The child was premature and did not survive. 
At this operation the condition was diagnosed as a hematoma and left to 
spontaneous absorption. 


The opening of the uterine cavity in conservative abdominal operations. 

Michelitisch gives an extensive description of the treatment he adopts 
for multiple uterine myomata with the object of retaining the uterus with 
consequent continuation of menstruation and the possibility of conception. 
He carries out his procedure by the abdominal or vaginal route, removing 
the external myomata by multiple incisions and those bulging into the 
cavity through an incision of the entire uterine wall. This he follows by 
careful suture of the wounds and peritonization of the surface, 
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The writer has seen numerous cases of subsequent pregnancy without 
any untoward results. He points out that several of his cases have 
experienced high temperatures shortly after operation without any other 
indication of infection. 


Healing of condylomata accuminata treated with ultra violet rays. 

Hart describes three cases of such severe extensive gonorrhceal warts 
of the vulva, perineum and vagina that surgical intervention was con- 
sidered impossible. To improve the condition and make operation possible 
later, he treated these cases with ultra violet rays. The results were so 
good that complete disappearance occurred and in consequence of his 
experience he suggests that this treatment be used for all cases. 


The late outlook of cases of eclampsia and pre-eclampsia. 

Kobes gives a review of 32 eclamptic cases and 19 pre-eclamptic cases, 
of the former, four occurred during pregnancy, 25 during labour and three 
during the puerperium. Treatment consisted of Ceesarean section in 19 
cases, forceps in eight cases and version in two cases. 

The blood pressure varied from 260 to 125 mm. Hg., albuminuria varied 
from 25 per cent to one per cent Esbach, hyalin and granular casts were 
present in the urine. On discharge, on the 19th day, the blood pressure 
was in no case above 135 mm. Hg., albumin was present in the urine of 
11 patients and a cloud in eight. Casts were found in seven cases, cedema 
had disappeared in all. That is 19 out of 32 cases had renal lesions on 
discharge. 

These cases were followed up for three to 85 months, the urine was 
examined for albumin and microscopically. Urea concentration tests were 
performed. The blood pressure was estimated before and after examination. 

After one year there were eight cases with incomplete recovery, one of 
these with easily raised blood pressure and poor cencentration and the rest 
with persistent albuminuria and poor concentration. 

The pre-eclamptic patients, 19 in number, were treated as follows :— 
Seven by the application of the forceps; two by manual dilatation of the 
cervix and version; two by perforation of the head of the dead foetus; one 
by manual help and three by prophylactic Caesarean section. Nine patients 
were primiparous and of the’other 10 cases six were recurrent toxcemic 
cases. 

The ultimate recovery rate was poor, two patients only making a complete 
recovery at once and three patients ultimately recovered after prolonged 
treatment. The rest did not completely recover and showed among other 
symptoms some permanent degree of albuminuria. 

The writer points out that his number of cases is too small to make a 
general statement and he pleads for the maternity hespitals to follow up 
their cases of eclampsia and pre-eclampsia, so that general conclusions of 
the ultimate outlook of these cases can be come to. 


A defence of the use of metronoikters. 


Hoffmann writes a short article in support of the use of the metronoik- 
ters, which were introduced by Schatz in 1881 and which have since fallen 
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into disuse. He has made use of it in the clinic at Darmstadt in 70 cases 
in the last three years with satisfactory results for incomplete or artificial 
abortion. He claims to get a more satisfactory dilatation of the internal os 
without laceration and that it can be employed without an anzesthetic. 
When closed for introduction it is 5 mm. thick. He pleads for its greater 
use as a preliminary to intrauterine exploration and to induce labour when 
pregnancy has gone past term. 


A clinical contribution to the question of uterine cancer. 

Kakuschkin gives a resumé of the cases of uterine cancer occurring in 
his clinic during the years 1913 to 1926 inclusive. Out of 19,285 out-patients 
of his gynzecological clinic there were 524 cases of cancer. i.e., 2.7 per cent, 
the yearly percentage varying from 0.8 in 1921 to 5.04 in 1917. 

He has noticed no abatement of cancer in later years and from his 
experience he draws the following conclusions :—Most of the cases occurred 
in women who had had to undergo great hardship, both as regards privation 
and severe physical work. 

Most cases occurred in women who had suffered some genital infection 
during the puerperium and who were exhausted by childbearing. 

He points out the great need for the spread of knowledge of the early 
symptoms of uterine cancer and for a greater spread of the knowledge of 
the hygiene of matrimony and maternity. 


Intra-uterine pregnancy after double tubal pregnancy treated by operation. 

Zangemeister, who died on February 3rd, 1930 in the middle of an 
operative midwifery course when he was preparing to perform a Czesarean 
section, gives a posthumously published account of a pregnancy following 
the removal of both Fallopian tubes for tubal pregnancy. The intra-uterine 
pregnancy followed a normal course and was terminated by delivery at 
term. 


The use and theory of the treatment of hyperemesis with sugar and insulin. 

Caffer reports 20 cases admitted to the Universitats-Frauenklinik in 
Berlin for hyperemesis, from August, 1928 to October; 1929. Of these, one 
patient had her pregnancy terminated not on account of her vomiting, 
but for an intercurrent Landry’s palsy. The remainder were treated with 
sugar and insulin. Each patient was first treated with colon lavage on 
the first day. On the second day a simple enema was given in the evening 
and during the afternoon a drip rectal injection of 30 to 50 grms. of glucose 
and 300 to 500 c.c. of water were given. One hour after the injection of 
the glucose solution 10 to 15 units of insulin were given. No food or drink 
was allowed by the mouth, but thirst was allayed by sucking small pieces 
of ice, strictly limited in number. This treatment was repeated until 
the vomiting ceased. Oral feeding was resumed when vomiting had ceased 
for 24 hours. The first food taken by the mouth is sipped. It consisted 
of well sweetened cocoa made with milk. In addition 10 to 15 units of 
insulin were injected daily. 

If there was a return of the vomiting or retching a return was made to 
rectal treatment. In the second week of oral feeding solid food, according 
to the wish of the patient, was given, continuing with the insulin injections 
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until leaving the clinic in from two to three weeks. Of these 20 cases 35 
per cent were cured of their sickness, two patients had spontaneous 
abortions and one a criminal abortion, 


On cardiac treatment in menorrhagia and metrorrhagia. 

Danieff points out that organic cardiac disease with failure of com- 
pensation may give rise to symptoms other than those usually accepted as 
being the results of such failure. He instances cases of menorrhagia and 
metrorrhagia, occurring in the absence of uterine or ovarian disease which 
occur in patients who are the subjects of cardiac lesions which in his ex- 
perience have entirely ceased when treated by cardio therapy. In some cases 
of cardiac lesions associated with ovarian disease improvement has been 
equally satisfactory. He emphasizes the value of the various preparations 
of digitalis. If administered intravenously these preparations give the 
quickest and most satisfactory results. 


Puerperal sepsis and pyemia, their differentiation and the indications for vein 
ligature. 

Dr. Kurt Sommer, who is in charge of the puerperal sepsis wards of the 
Rudolf Virchow Krankenhaus in Berlin, points out the difficulty of making 
a clinical diagnosis between puerperal sepsis and pyzemia. Cases which 
have been diagnosed clinically as pyzemia have been found post-mortem 
to be suffering from endocardiatis in 30 per cent of his cases. Other cases 
diagnosed as pyzemia have not been found post-mortem to have any septic 
thrombophlebitis, i.e., there was no evidence of any secondary foci. 

Some cases with septic thrombophlebitis have not extended by way of 
embolism but by way of infection of lymphatic glands and lymphatic 
vessels. Venous thrombosis must, in his opinion, be looked upon as an 
attempt to localize the infection and to prevent its spread. Such throm- 
boses are most commonly found in the neighbourhood of the uterus but they 
may be found much higher, even as high as the upper end of the ovarian 
veins or in the inferior vena cava. 

Infection with hemolytic streptococci of the virulent type gives rise to 
gross infection of all the more important organs such as the lungs, the 
kidneys, the cardiac valves and the skin. It is most frequently character- 
ized by innumerable small pulmonary abscesses. Although these abscesses 
cannot be clinically demonstrated they are probably responsible for the 
air hunger and pleural pain present in the early days of the disease. 

Aneerobic streptococci cause cardiac infection only on very rare occasions, 
but they often cause local or diffuse peritonitis in the neighbourhood 
of the Fallopian tubes, most commonly there is a tendency to thrombophle 
bitis towards the pelvic wall with secondary lung metastases. 

Bacillus coli infection is usually accompanied by marked jaundice with 
hemorrhagic patches on the face with a similar distribution to that of 
lupus. Death within 24 hours is probable and the most notable symptom 
with the bacillus coli infection is the abdominal feecies. 

Infection with bacillus erogenes gives rise to a condition of cyanotic 
icterus and pyometra while neighbouring peritonitis is frequently present. 

If the disease is not immediately fatal a condition of a less virulent 
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type is produced, which sooner or later gives rise to a similar picture in 
all cases, whatever be the nature of the infecting organism. 
Thrombophlebitis must not be looked upon as. the point of origin of 
the septic condition but rather as a localization, just in the same way as 
endocarditis may be looked upon as a localization. 
Starting from this conception of thrombophlebitis the author gces on 
to discuss the use of venous ligation and describes a case in which he 


practised extra-peritoneal ligation of the ovarian and common iliac arteries 
on both sides. 


Two rare cases of uterine tumour. 


Van Akkeren of Groningen describes two cases of rare uterine 
tumour (1) a chrondrosarcoma and (2) a lipsosarcoma. The chondro- 
sarcoma occutred in a woman of 60 years, whose chief symptom was 
one of frequency and difficulty of micturition. She had experienced 
these symptoms for four years. She had had slight vaginal hemorrhage 
for about five weeks. The menopause had occurred at 45 years and there 
had been no further trouble since then until the onset of the present 
symptoms. At the operation, a tumour, the size of a foetal head, was 
removed and on histological examination this was found to be a chondro. 
sarcoma. The disease recurred rapidly in the pelvis and extended to the 
abdomen. The patient died ten months after the operation. 

The liposarcoma occurred in a patient, aged 63 years, who complained of 
irregular vaginal hemorrhage which had been present for five months. 
The menopause took place at 51 years. The tumour removed at operation 
was of the size of a small foetal head ; it was freely movable and it was not 


adherrent to any other structures. Microscopically the tumour was a 
liposarcoma. 


Laminaria tents and their forbidden use. 

Eberhart describes cases in which patients, who have objected to 
going to bed for intrauterine treatment, have had laminaria tents inserted 
by their doctors in their consulting rooms. They have gone home on foot 
and carried out their ordinary household occupations until their return 
at a later date to the consulting rooms, when they have been curetted. The 
author has known of cases in which such treatment, although followed 


by an afebrile period has later resulted in trouble, a tent having worked 
its way into the broad ligament. 


The question of pernicious anemia of pregnancy. 

Heim of Leipzig describes two cases of pernicious anemia. The patient 
was spontaneously delivered of a premature macerated foetus. She suc- 
cumbed after manual removal of the placenta for post partum haemorrhage. 

The second patient was delivered of a premature still-born child after 
vaginal hysterectomy. She recovered. The writer looks upon these cases 
as a manifestation of pregnancy toxemia and considers that recovery is 
only possible when the pregnancy is terminated in good time. He con- 
siders that blood transfusion is a valuable form of treatment after the 


uterus has been evacuated. He does not recommend sterilization for this 
condition. 
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Human girdle placenta and its etiology. 


Philipp of Berlin describes a case of annular placenta with four illus- 
trations, the upper and lower pole of the ovum consists of simple amnion 
and chorion, but the main circumference of the ovum is taken up by a 
placenta, into which the cord is inserted half way up. The vessels were 
injected and then an X-ray photograph was taken. In this photograph 
it was conclusively shown that, although the vessels from each side inter: 
laced, they in no way communicated, being end vessels. 

He considers that such placentee may arise in one of two ways. (1) The 
placenta develops in the lower uterine segment and extends upwards 
Owing to its poor blood supply it atrophies at its site of origin. He calls 
this type placenta pseudo-zenaria humana. (2) The placenta developes in 
the decidua capsularis and extends round towards the uterine wall. He 
calls this placenta zongaria humana. 


The treatment of vesico-cervical fistule by electrocoagulation. 

Gottlieb of Moscow describes a case in a woman of 30 years. She suffered 
from a lacerated cervix after version for a malpresentation for her fifth 
delivery. The fistula could be demonstrated on cystoscopic examination. 
A number 6 catheter was passed through and it reached the vagina by 
way of the cervix, which was lacerated. The laceration extended into the 
left fornix of the vagina. The patient was treated for two minutes by an 
electrode in the fistula without an anesthetic. There was some leakage 


through the fistula for the first 14 days, but since that time there has been 
no further disability. 


The treatment of small vesical fistule by diathermy. 


Ottow of Berlin also writes in support of the treatment of small vesical 
fistulee by diathermy. He prefers to attack the fistula from within, although, 
when he finds difficulty in locating the vesical orifice of the fistula, he 
introduces his electrode at the vaginal end. 


A means to make cystoscopy easier in cases of vesico-vaginal fistule. 

Toby Goldberga, of Kannass, who has had considerable experience of 
cases of vesico-vaginal fistula in the urological clinic at Litau, where they 
are very frequent, has devised a method of temporarily occluding the open- 
ing into the bladder to make cystoscopy possible. He introduces a surgical 
rubber glove into the vagina and distends it with air and he finds this 
satisfactory, except in those cases in which the fistula is in the cervix or 
in the anterior fornix high up in the vagina surounded by much scat 
tissue. To deal with these difficult cases he uses dentist’s material, which 
softens in hot water and sets at body temperature. Having heated the 
material and moulded it to form a protrusion corresponding to the de- 
pression of the fistula, it is inserted into the vagina and pressed against 
the fistula opening by a tampon. He finds, by choosing one of these two 
methods, that he can always ensure sufficient occlusion of the opening 
into the bladder to enable the bladder to be distended with sufficient fluid 
to make a cystoscopic examination satisfactory. 
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Urethro-vaginal fistula following evacuation of the aborting uterus. 

Wilhelm Israel describes a case of abortion of a six months pregnancy 
which needed operative interference. Evacuation was carried out with the 
finger and a blunt curette and during the operation the cervix was exten- 
sively torn for a distance of five centimetres. At the end of the operation the 
cervical tear was repaired with deep catgut sutures. Ten days later incon- 
tinence of urine started, with a constant dribbling. On vaginal examination 
the whole cervical laceration was found to be unhealed ; attempts were made 
to repair the laceration with success. The patient was then transferred 
to the author, who found she had a left ureteric fistula. This was cured by 
drainage with a ureteric catheter from the bladder to the pelvis of the kidney 
bridging over, the gap in the wall of the ureter. Healing was complete in 
four weeks. Israel ascribes the occurrence of the fistula to the cervical 
stitches, which had been inserted very deeply and caught part of the 
urethral wall; necrosis of the wall of the ureter resulted in the formation of 
the fistula. 


Primary ectopic chorionepithelioma in a case of intra-uterine vesicular mole. 

Gustav Halter, of Vienna, describes a case of extra-uterine chorionepithi- 
lioma, which, he supposes, arose from the unrestricted growth of detached 
chorionic tissue which travelled in a retrograde manner into the pelvic veins 
and lodged in the vaginal wall, the earliest noticeable symptom was a smal] 
haemorrhage. 

He describes the case of a multipara of 43, who was admitted to the 
Vienna State Hospital on account of some vaginal hemorrhage for which 
packing was necessary. On removal of the packing the hemorrhage, 
which came from a small ulcerated nodule in the posterior vaginal 
wall, was so severe that the nodule had to be excised forthwith. On 
histological examination the nodule was found to be a chorionepithelioma. 
The uterus was enlarged to the size of a two and a half month’s pregnancy 
corresponding to the existing amenorrhea, the cervix was closed and there 
was no hemorrhage. The question of a normal pregnancy, vesicular mole 
or chorionepithelioma was impossible to decide clinically and for this reason 
panhysterectomy was undertaken. The intra-uterine condition was found, 
on pathological examination, to be a vesicular mole. The patient died 
eight days after the operation of an infarct pneumonia. Post-mortem, a 
right sided empyema and septic infarct of the lung were found. There were 
ne malignant metastases. 


Gonococcal septicemia in the puerperium. 

Martha Tranc-Rainer describes the case of a patient suffering from a 
purulent vaginal disclfarge during pregnancy. The membranes ruptured 
at the onset of labour ; the first stage lasted 30 hours, the second terminated 
with a difficult forceps delivery followed by the manual removal of an 
unhealthy adherent placenta two and a quarter hours after the completion 
of the second stage. This was followed almost immediately by severe 
collapse, which lasted for one and a half hours. The patient developed 
puerperal sepsis which was treated by uterine irrigation and repeated doses 
of polyvalent anti-streptococcal serum. A pure culture of gonococci was 
obtained from the patient’s blood 16 days after delivery. She was then 
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treated by an antigonococcal vaccine. Recovery took place rapidly after the 
treatment with the specific vaccine, the temperature became subnormal in 
five days and remained normal thereafter, the adnexa were never involved. 
The patient became pregnant again shortly after the return of menstruation, 
two and a half months after delivery. 


Pregnancy and diabetes. 

Nevinny and Schrecker describe two cases of preguancy in association 
with diabetes. Both the mothers had a mild illness towards the end of 
pregnancy and they both became thin during the puperium. In the first 
case, on the day before delivery, acetone was present in the urine and the 
sugar increased in spite of dietetic treatment. On the fifth day after 
delivery in spite of dieting, the sugar reached 30 grms. and then sank to 
6.6 grms., later rises from 12 to 15 grms. were easily controlled by diet. 

In the second case the sugar varied from 5.5 grms. to 24 grms. in 24 
hours. With strict diet the urinary sugar disappeared during pregnancy 
and reappeared in the first week of the puerperium, from two to 78 grms. 
being present each day. Both the children were strong and well developed. 
The first child died when 28 days old of bronchopneumonia and fibrinous 
pleurisy accompanying a patent foramen ovale and ductus arteriosus, the 
second child died when 32 days old of a defective cardiac septum. In this 
second child, blood sugar investigations could be undertaken for a longer 
period. At birth the umbilical blood contained 62 mgrms. per cent, after 
five and a half hours the blood contained 52 mgrims. per cent, a 
similar low value was found on the next day; then the blood sugar rose 
to 62 mgrms. per cent on the sixth day and to 106 and 95 on the eighth 
and twelfth days, on the sixteenth day it was 172 mgrms. per cent and on 
the twenty-second day it was 162 mgrms. per cent. The authors do not 
think that such a swing from hypoglyczemia has been previously observed 
in the new born. 


Labour in congenitally deformed uteri. 

Daubenspek gives a resumé of the common mishaps associated with 
labour in a double or didelphic uterus and emphasizes the tendency to 
retention of the placenta and post-partum haemorrhage as well as malpre- 
sentations. He describes two cases. 

The smaller part of the double uterus and its adnexa were removed 
for pain and sterility. The subsequent pregnancy lasted 36 weeks. Labour 
which was normal in the first and second stages was complicated by the 
placenta being adherent to the septum and having to be removed manually 
after two and a half hours retention. Two years later the patient again 
became pregnant and this time she had an uneventful delivery. Both 
children presented in the second vertex position and both were born with 
a right talipes equinovarus. This deformity is ascribed by the author to 
the cramped position of the children against the dividing septum. 


Rupture of the uterus in a bicornuate unicolic uterus. 
Herman Meyet of Basel describes a case of a 30 year old patient, pregnant 
for the second time. She previously had a normal labour and puerperium 

























682 Journal of Obstetrics and Gynecology 


and she was admitted to hospital with the diagnosis of a ruptured titerus. 
After nine hours labour delivery had been effected with forceps without 
any difficulty. Seven hours after delivery, the placenta being retained, the 
uterus was explored manually and a hole in its wall was discovered, 
whereupon the patient was sent into hospital. On arrival at the hospital 
her condition was so bad that laparotomy was contraindicated. The placenta 
was removed manually and a rubber tube was passed through the tear to 
the pouch of Douglas. The patient died five days later of peritonitis. 
Post-mortem, peritonitis of the pelvis and lower abdomen was found. The 
uterus was bicornuate, without any septum, the right horn had been 
pregnant and was involuting. On the left side, above the attachment of 
the left horn, there was a tear large enough to admit a fist, the edges had 
the appearance of old scar tissue with recent hzemorrhage. On histological 
exainination of the edges of the rent there was evidence of a previous 
inflammatory change of the part with sebsequent formation of scar tissue. 
The writer suggests that there had been weakening of this part with the 
first labour, followed by some inflammatory change, which left the junction 
of the two cornua unable to stand the strain of the second labour. 


Experiences of suture of the recti in median abdominal incisions (with observations 
on operations for separation of the recti and post-operative ventral herniz.) 
Latzke of Vienna describes an operation for ventral hernia. The opera- 

tion consists of resection of the median raphe of the linea alba. Closure 

of the apeneurosis behind the recti, suture of the two internal edges of the 
recti by separate stitches and closure of the cut edges of the rectus sheaths 
of the united muscles. 


Chorionepithelioma and pregnancy reaction (A.Z.R.). 
Ehrhardt of Frankfurt describes a case of chorionepithelioma with 
multiple metastases in the brain, lungs, liver, spleen and right ovary. 
The patient was aged 30 years and had had no previous illness. She 
expelled a vesicular mole two years hefore, in September, 1927. Regular 
menstruation followed till December, 1929. From March to December, 1929, 
she had severe headaches which were suspected to be due to a cerebral 
tumour. On pelvic examination the uterus was slightly enlarged and there 
was some fresh bleeding on the passage of a sound, the ovaries were the 
size of chestnuts. To help in making the diagnosis a hormonal urinary 
examination was undertaken. This examination gave, with undiluted 
urine, a positive reaction 1 and 2, the reaction was also positive with 
dilutions of 10 to 20, 20 to go. During the whole period of observation, 
namely six weeks, the urine showed a hormone concentration ten 
times higher than in normal pregnancy, the hormone percentage being 
S0-160,000 M.E. as against 8-10,000 in normal pregnancy. 





The Ascheim-Zondek reaction and the indications for operation in chorion: 
epithelioma. 

Fahlbach discusses the value of this reaction by which it is claimed 
that chorionepithelioma my be diagnosed and an early recurrence detected. 
In cases of chorionepithelioma the secretion of the pituitary gland is so 
greatly increased that the Ascheim-Zondek reaction can be easily obtained. 
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1,000 cases of avertin anesthesia for gynecological operations. 

Scheidt describes his experience with this anesthetic since the 
beginning of its use in March, 1927. He divides the use of this anzesthetic 
into four groups as follows. 


I. 100 cases, experimental in character with the drug alone. 

2. 524 cases, with the pure drug. ; 

3. 106 cases, with ‘avertin-amylhydrate. 

. 2c0 cases, with avertin-amylhydrate combined with magnesium 
sulphate and narkophin. 


Preparation for operation was carried out on general lines. An evening 
dose of medinal was given. On the morning of the operation the patient 
was given a simple enema. In the first group of cases morphine, or 
pantopan, was given hypodermically half an hour before operation but 
afterwards this was discontinued because of the consequent depression of 
the respiratory centre; after this 1 c.c. of a three per cent solution of 
narkophin was injected instead. The avertin mixture was given in a rectal 
injection 20 to 30 minutes before the beginning of the operation. The writer 
found that the cases which required additional ether to produce complete 
anzesthesia steadily decreased from the first to the fourth group.* As regards 
the dosage, the solution used was one of two and a half per cent. For young 
strong patients a dose of 0.15 grms. of avertin per kilo of body weight was 
given and for feeble and older patients a dose of 0.15 to 0.1 grms. per kilo 
of body weight was employed. Full narcosis was always aimed at and if 
not obtained in from 15 to 20 minutes ether inhalation was employed. The 
author points out that the degree of narcosis obtained was always deeper 
than the appearance of the patient would lead one te expect. Sleep is 
induced in from three to five minutes and complete narcosis is obtained in 
20 to 30 minutes ; this lasts two to three hours and is followed by a drowsy 
condition. 

In the fourth group the patients’ colour remained better and the muscu- 
lar relaxation was greated than in the other groups. After the first group 
this anesthetic was reserved for gyneecological cases and was no longer 
used for obstetric cases on account of the slowing and weakening of the 
pains and the tendency to post-partum haemorrhage, which resulted from 
its use. The writer has had little trouble from the irritant effects of the 
drug on the lining of the, bowel although others have reported serious 
ulceration and inflammation. A few patients have had slight diarrhoea 
for a short period, the stools containing mucus. Statib has demonstrated 
that avertin is eliminated by the kidneys. In the literature a number of 
deaths and serious kidney lesions have been described but Specht does 
not consider that these catastrophes have been due to avertin but to some 
other condition. The writer has had no pathological results in any of his 
sases. Post operative vomiting, malaise and restlessness were rarely 
observed and all pulmonary complications were avoided. Ninety deaths 
have been ascribed to avertin anzesthesia, chiefly in the experimental stage 
of its use, but the writer doubts whether all these deaths can really be due 
to the one cause. He has had no death in his 10,000 cases. He prefers this 
anzesthetic because of the good mental effect on the patient who is less 
disturbed than by inhalation aneesthesia. The operations have ranged from 
colphorraphy to Wertheim’s operation. Eighty-five per cent of the cases 
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were laparotomies. Complete anzesthesia was obtained in the fourth group 
in 77 per cent and when it was incomplete a small quantity of ether only 
was required. 






The diagnosis of secondary abdominal pregnancy. 

Chatunzew points out that Baronnet has traced 303 cases of abdominal 
pregnancy with living ova. He describes a typical clinical picture of the 
condition as follows :—-(1) A high situated tumour; (2) Failure of a close 
connexion between the tumour and the uterus (3) Immobility and unex- 
plained painfulness of the tumour (4) Frequent intestinal symptoms. 

















Spontaneous delivery of a living giant child. 

Werner Ketter, of Essen, describes the case of a child weighing 
6780 grms. at birth and measuring 61 cm. long; the circumference of the 
head was 42 cm.; the chest circumference was 46 cm.; the breadth at the 
shoulders was 18 cm. The mother, aged 29 years, had had four previous 
normal deliveries of average children weighing 375 to 475 grms. With the 
last pregnancy her last period occurred on March goth, 1928 and pregnancy 
followed a normal course allowing the performance of all usual household 
duties. Her weight was 117 kilos; the waist circumference was 146 cm., the 
fundus uteri was at the xiphisternum and the head of the fuetus was move- 
able at the inlet of the pelvis with no overlapping. The foetal heart was 
heard at the umbilicus. The pelvic measurements were, interspinous 30 
cm., intercristal 33 cm., external conjugate 24 cm. The urine was normal. 
The first stage of labour lasted eight hours and on rupture of the membranes 
a large amount of liquor amnii escaped ; the second stage lasted for one and 
a quarter hours, there was no difficulty in delivering the head but there was 
some delay with the shoulders ; the passage of the shoulders produced a tear 
2cm. in length. The child did well after delivery and at 14 months weighed 
12 kilos and measured 76.5 cm. The writer supposes that its enormous 
intra-uterine growth was due to some maternal endocrine action which 
ceased to have any influence after a separate existance was established. 
There was no reason from the appearance of the child, when aged 14 months, 
to suppose that it had been an enormous child at birth. 


R. H. B. Adamson. 
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On the alternative use of two hands in gynecological examination. 

According to Hegar, gynecological examination should always be done 
alternately with both hands, since the right hand can best palpate the 
contents of the right half of the pelvis and vice versa. Even the expert 
gets different results which depend on the hand he uses. If palpation is 
only carried out with the right hand, an adnexitis as big as an egg on the 
left may be overlooked. It is surprising how much easier it is to arrive 
at a correct diagnosis if the examination is done systematically as 
follows :— 

With rubber finger stalls on both middle and index fingers, the vagina 
and portio are first palpated and the uterine body is examined bimanually. 
Then follows palpation of the right half of the pelvis with the right hand, 
starting at the isthmus of the tube, while feeling the ovary and the broad 
ligament glide through the fingers. A similar examination of the left side 
of the pelvis is made with the left hand, the right hand resting on the 
abdomen of the patient. The insertion of the left tube into the fundus 
uteri can thus be accurately palpated, as well as the surface ot 
the tube. Adherence or nodular enlargements cf the tube can be felt; 
the form size, consistence and mobility of the left ovary can be determined. 
Then recto-vaginal examination (after giving a rectal douche), is per- 
formed, again using the hands alternately. The middle finger is introduced 
into the rectal ampulla, over Kohlrausch’s fold, and the index finger is 
introduced into the vagina, ,the tissues between them being palpated. 
The recto-vaginal septum and the pouch of Douglas can be readily 
palpated ; the utero-sacral ligaments can be felt running beside the rectum 
and converging towards its posterior wall; these ligaments are, as 
it were, caught by the hooked fingers and brought downwards. The utero- 
sacral ligaments may be shortened congertitally, or following chronic 
posterior parametritis. 

The change of hands helps in the differential diagnosis between 
adnexitis and appendicitis. The right appendage is examined bimanually 
with the right index finger in the vagina and the left hand on the abdomen. 
The left hand is moved towards the posterior wall of the pelvis and main- 
tained in that position while the right hand is withdrawn and the glove 
is removed. McBurney’s point is then palpated with the right hand. 
If pain is elicited and the previous bimanual examination did not cause 
pain a diagnosis of appendicitis should be made. 





686 Journal of Obstetrics and Gynecology 


Henkel’s method of clamping down the parametrium. 

For atonic and lacerative hemorrhages Henkel’s method is often an 
indispensable and life-saving procedure, both at hospital and in private 
practice. The Museux clamps used for this purpose are so constructed 
that they compress the tissue but do not squeeze it (C. Schulte, Jena, 
Eichplatz) ; they should be found in every obstetrician’s bag. The clamps 
act promptly and without danger by compressing the uterine arteries, if 
applied bilaterally on a sufficiently wide block of parametrial tissue, and 
if they take in a part of the uterine wall as well. Prolonged clamping 
(24 hours at most) of the uterine artery brings the most torpid uterus to 
contraction and extirpation of the uterus can usually be avoided. The 
claps are especially valuable for unavoidable haemorrhage. 

The technique according to Henkel—After evacuation of the bladder the 
cervix uteri is pulled to the vulva with a volsellum forceps; this usually 
results in partial or complete cessation of the bleeding, since the uterine 
artery is kinked; the bladder and the ureters slip upwards. The forceps 
are applied bilaterally to the parametria, hooking a part of the uterine 
wall at the same time, while the cervix is pulled to the opposite side and 
the anterior vaginal wall retracted. On closing the forceps they should 
not be pulled down but they should be pushed towards the uterus. When 
correctly applied the forceps lie obliquely converging toward the middle of 
the uterus; the grips are wide apart and the cervix lies at the vulva. To 
prevent pressure the forceps are enveloped in gauze. 


Toxicosis in pregnancy. 

With the exception of eclampsia, to which a special article will be 
devoted, the author briefly discusses those forms of pregnancy toxicosis, 
to which much attention has been directed during the last few years, 
both as regards diagnosis and treatment. 

1. Hyperemesis gravidarum. In a certain percentage of cases this 
follows the usual morning sickness of pregnancy. In the latter condition, 
the vomitus consists of mucus with bile, it takes place on an empty 
stomach. In hyperemesis, the character of the vomiting is different, and 
it occurs throughout the day, at any time, without relation to food. The 
general condition of the patient is bad, she suffers early and severely. 
There is rapid loss of weight, a sub-normal temperature, a rapid pulse, 
and a generally depressed condition. Mentally there is first excitment 
followed by confusion, and then complete apathy. The tongue is coated, 
foetor is marked, and there is a complete loss of appetite. The urine con- 
tains albumin, casts and often acetone and diacetic acid. Icterus is quite 
common, In the more severe cases the patient goes downhill rapidly with 
extreme wasting, restlessness, coma, and death. The morbid anatomy 
completes the clinical picture. The liver always bears the brunt of the 
pathological changes. The acini show fatty infiltration, and there is a 
general toxic degeneration resembling that of acute yellow atrophy. After 
the degenerative changes in the liver, those in the kidney are the most 
marked. The nerve trunks show definite neuritic change. 

There is no doubt that our modern conception is justified in regarding 
hyperemesis gravidarum as one of the most severe forms of pregnancy 
toxicosis. The differential diagnosis is easy if the patient is pregnant, 
and if the illness can be brought into relation with this condition. In 
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other cases organic disease of the gastro-intestinal tract and of the liver, 
pyelitis, uremia, meningitis and brain tumours must be excluded. 

The jaundice may be misleading and the author quotes a case of a young 
woman, in the third month of her first pregnancy, upon whom laparotomy 
had been performed in another surgical clinic and who was sent to him in 
a moribund condition. 

In the treatment of this condition prophylaxis is of the utmost importance 
in order that ordinary emesis gravidarum may not be allowed to degenerate 
into the more severe form. Ante-natal welfare in Germany is on an 
extremely high level and is a very efficient service; Vogt’s rules for his 
patients are apparently carried out without difficulty, but it would not be 
easy to carry them out among our hospital patients. The prospective 
mother who is suffering from morning sickness must sleep in a room alone 
and must have her breakfast in bed. Neither tea nor coffee is allowed at 
this meal which consists of thick soup, of porridge or of gruel, or if pre- 
ferred of stewed fruit and rusks. After breakfast she lies on the right side 
and has a Priesnitz compress with a hot electric pad or a hot water 
bottle applied to the abdomen. This is done by the district nurse. A light 
luncheon of fruit or sour milk is taken during the morning. At the 
midday meal the patient is allowed anything she likes, but after the 
meal an hour’s rest in bed is enforced. Once the criticai morning and 
midday meals are over medicines can be given by the mouth, such as 
Tinct. Valerian and Tinct. Gent. Alk. If there is hyperacidity, mag- 
nesium and beladorum are given. Intramuscular injections of ovo-glando) 
or of serum from healthy pregnant women (20 c.c. per day) may be given. 
The women are carefully instructed that their own health and the health 
and development of their offspring depend on these principles being carried 
out. Their co-operation is excellent. They all take calcium lactate, and a 
diet containing abundance of fruit and green vegetables; this diet 
is supplemented with definite vitamines, such as cod lover oil, vigiantol 
or levurinose. The six substances are administered in turn. 

In the actual treatment of an attack of hyperemesis all early feeding 
is stopped and the stomach is washed out. After this only drop enemata 
of water, glucose and Ringer’s solution are given, with Tinct. Opii and 
Calcium Bromide, if indicated. If rectal feeding is not satisfactory, fluid 
is given intravenously and subcutaneously, and by degrees small feeds of 
ice cold fluids. In severe cases insulin is of great value if injected intra- 
venously with glucose solution, provided there is constant control of urinary 
and blood sugars. In very serious cases the author lays stress on the absolute 
necessity for a timely interruption of pregnancy. This must be considered 
when the weight decreases constantly, when the pulse causes anxiety, and 
when the amount of urine is decreased with increase of albumin, acetone, 
acetic acid or tyrosine. If jaundice appears, immediate operation is 
necessary. This would only be done in a clinic or hospital, and always by 
an experienced obstetrician. 

2. Odema of Pregnancy. This is of frequent occurrence during the last 
months of pregnancy. It occurs in the ankles, thighs, abdominal wall, 
labia, hands and feet. 

As regards the etiology, the modern conception of this condition 
attributes it to an abnormal condition of the capilliary walls. The tissue 
fluids are thus increased and three or four litres of water can be retained. 
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This retention increases the body weight from one to two pounds. Diuresis 
is increased at the beginning. Later there are attacks of polyuria, but the 
kidney function is not disturbed as long as there is no albuminuria, and 
the blood pressure is not raised in uncomplicated cases, The course varies; 
it is generally slow, but if the kidneys are implicated the cedema increases 
rapidly, and there is grave danger of eclampsia, which occurs in 20 per 
cent of the cases. If treatment is prompt and early, these complications 
can be avoided. The intake of fluids must be strictly limited, and the 
patients are confined to bed on a salt free diet. They are given large 
quantities of calcium by the mouth, and, if necessary, intravenously, in the 
form of afenil. 


3. Nephropathia Gravidarum. If albuminuria increases and the kidney 
function becomes disturbed, the danger is very great, especially in the 
case of older patients in their first pregnancy, and in twin pregnancies. 
The following points are important in diagnosis : 


1. An increase of cedema and hydrops universalis. 


2. An increase of the albumin in the urine, from half per cent to one 
or more per cent. 


3. A rapid increase of body weight. 


4. The blood pressure rises to over 140 mm. Hg. systolic, with a rise in 
the diastolic pressure. 


All these phenomena disappear rapidly after the uterus has been 
emptied ; in 80 per cent of the cases there is no albumin in the urine three 
days after this. 

Chronic nephritis is rare but it occurs sometimes in these cases, the 
history is of great importance. In acute nephritis there is a large increase 
in the erythrocytes. In chronic nephritis hyaline casts are found in the 
urine, whereas in nephropathia gravidarum there are more granular casts. 
In the latter condition only the water excretion is altered, whereas in 
nephritis the concentration test is always positive. The cedema is less 
marked in chronic nephritis and the heart is hypertrophied; retinitis and 
detachment of the retina are frequent complications which are never present 
in nephropathia. This condition is treated by complete rest in bed and 
limitation of fluids and food, with occasional starvation days. Systematic 
calcium therapy is important; caffeine with euphyllin is given for the 
cardiac condition. In severe cases bleeding gives rapid relief. 

4. Pyelitis Gravidarum, although a special disease of pregnancy is 
hardly a toxemia. The infection is of the ascending type, arising from 
uiethritis or cystitis, via the lymphatics. Sometimes the condition is a 
flare of an old pyelitis of infancy. The onset is sudden with violent pain 
in the right side, high’ temperature, rigors, and extreme tenderness of the 
whole kidney region. The breath sounds are changed because of the in- 
flammation of the pleura which prevents expansion of the right lung. 
There is often atelactesis with decreased breath sounds.and rales. Leuco- 
cytes and B. coli are found in the urine. The treatment consists of com- 
plete rest with warm compresses. Contrexaville or Fachingen water are 
given by the mouth and cylotropin is injected intra-muscularly. In severe 
cases an autogenous vaccine usually effects a cure in a month, and 
occasionally washing out the pelvis of the kidney is helpful. 
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5. The dermatoses of pregnancy are also an expression of a toxicosis 
The diagnosis is often difficult. Important characteristics are the extreme 
irritation, and the fact that the trunk is always implicated. The disease 
often begins with violent pruritus, but purigo eczema, herpes and impetigo 
herpetiforme are common, the last-named condition has a very bad prog- 
nosis. These cases are best treated by Myer and Linter’s method, i.e., the 
daily injection of 20 c.c. of serum from healthy pregnant women, with large 
quantities of calcium given by the mouth..If serum is not available, 
Ringer’s solution may be used. The irritation must be treated locally by 
vasenol powder, zinc, menthol or other soothing ointments. 

6. The pernicious anemia of pregnancy is a rare and fatal complication 
The blood picture differs somewhat from ordinary pernicious anemia. It 
usually develops in the second half of pregnancy with a rapid decrease of 
hemoglobin. There is no leucopenia nor relative lymphocytosis. Aniso- 
cystosis and poikilocytosis are very marked. There are numerous normo- 
blasts, megaloblasts and Jolly’s bodies. The colour index is over one per 
cent. These cases always end badly. If they survive labour, they die in 
the puerperium. Very frequent and thorough blood examinations must be 
conducted throughout pregnancy to recognize this condition and if recog- 
nized pregnancy must be artificially terminated. The ordinary treatment 
of pernicious anzemia is instituted concomitantly, blood transfusions, liver 
therapy and vitamine diet. 

Heemoglobinuria and hemolysis of pregnancy are rare complications, and 
their etiology is still obscure. The author advises great caution in giving 
quinine and other medicines which might cause destruction of the red 
corpuscles ; he mentions at least three cases in which this took place from 
the use of quinine and veronal. 


Justina Wilson. 
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Ovarian fibroma with torsion of the pedicle Vitali. 
A case of abdominal pregnancy. Serge. 


Hemoglobinic resistance in gynecology. 


Basing his investigation on Kriiger’s methods, Davanzo has estimated 
hemoglobinic resistance in 40 gynzecological patients. Eight cases were 
examined during menstruation, 15 patients were suffering from menorr- 
hagia or metrorrhagia, and 17 patients had just undergone surgical opera- 
tions. He had previously determined by intravenous injection of distilled 
water in rabbits that, injection, in sufficient quantity, caused a remarkable 
destruction of red blood corpuscles, and, that an increase in heemoglobinic 
resistance was always produced. His clinical observations led him to 
conclude that an experimental or post-hemorrhagic increase noted in 
animals was not constantly found in human beings. He thinks, therefore, 
that the phenomenon must not be regarded as a simple chemical reaction, 
but rather as a complex of chemical and chemico-physical effects. 


Endometriomata in laparatomy cicatrices. 


Coggi briefly discusses the chief theories regarding the genesis of 
endometriomata. He describes the structure, sites and clinical. symptoms 
of these cystic formations in which one wall usually reproduces the 
histological character of uterine mucosa cells. As an illustration he gives 
an account of a case recently operated on by Professor Alferi. Ten years 
previously the patient had had an ovarian cyst removed. Four months 
before the present admission, she noticed a swelling in the abdominal 
cicatrix. At first this caused her neither pain nor other inconvenience, 
but for nine days before coming to hospital there had been violent pain in 
the lower abdomen and pressure symptoms, such as polyuria. The tumour 
was removed under lumbar anesthesia. Histological‘examination showed 
that the centre of the cyst and its walls had nodes of connective tissue with 
numerous tubular cells distributed therein. These cells were lined with 
cylindrical epithelium and they were surrounded by a zone of cytogenous 
tissue. It is probable that during the ovarian operation some elements 
of the endometrium either from the resected tubes or from the cystic ovary 
had become implanted in the abdominal wound. 


Giram-negative cocci, other than gonococci, in the female genital tract. 


It is generally known that the female genital canal may harbour other 
types of gram-negative cocci than the gonococcus. No particular import- 
ance has been attributed to them, but as a result of investigation, Cuizza 
finds that they are somewhat similar to the gram-negative diplococci 
found in the bucco-pharyngeal cavity. ‘They can however be differentiated 
as regards morphorlogy, as well as by cultural and bio-chemical features. 
Most of them are not pathogenic to the animals used in the experiments. 
Cuizza advocates further research so that they may be classified. He 
considers the matter important because a superficial or careless examination 
might lead to their being sometimes confused with Neisser’s organism. 
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Perforation of the uterine fundus by abortive placental remains encapsulated in the 
uterine wall. 

D’Erchia describes a singular case of destruction and cribriform per- 
foration of the uterine fundus through retention of placental fragments after 
abortion. The patient was aged 32 years, she had had 12 children. She 
entered hospital, three months after an abortion, with high temperature 
and all the symptoms of incomplete abortion. An operation was performed 
on the following day. Two wedge-shaped pieces of placenta were found and 
removed ‘from the fundus uteri. It was then found that the uterine wall 
was perforated. Sub-total hysterectomy and left salpingo-odphorectomy 
were performed. Examination of the uterus showed that the pieces of 
placenta embedded in the wall of the uterus had caused necrosis of all 
the muscular coats and even of the serous coat. They had thus prepared 
all the conditions necessary for perforation when they were removed. The 
case shows that the deteriorating general and local resistance of a multi- 
para after many full time pregnancies and abortions, the invading power 
of placental tissue, and ovarian dysfunction, are so many contributory 
causes to a strange and dangerous result. 


Forced and accelerated parturition in spinal anesthesia with special reference to 

Delmas’ method. 

Pisfuddi describes nine cases in which he employed spinal anzesthesia 
for rapid delivery. After consideration of clinical and physiological facts 
and of the results obtained by other operators, he deems it opportune to 
speak of the indications for spinal anesthesia rather than of those for the 
method of Delmas. 

His conclusions are:— 1. In the technique of forced delivery it is 
always useful to deprive the cervix of all reflex action; to this end either 
deep general narcosis or spinal aneesthesia should be employed. 

2. Spinal anzesthesia does not always protect against incomplete 
dilatation, difficult extraction or lesion of the maternal soft parts. But its 
employment does not limit the field of action to Czesarean section. 

3. Without trusting blindly to the passivity which spinal anzesthesia 
often induces in the cervix, it may be advantageously substituted for 
general anzesthesia in many cases. It is indicated, for example, in cases 
of hyperemesis and whenever retraction and contraction should be inter- 
fered with as little as possible. 

4. But, as a rule, uterine retraction contra-indicates it. Thus it is 
contra-indicated in cases of shoulder presentation with ruptured membranes 
and a live child, and in the other cases in which version should be tried. 

5. More extensive experience of spinal anaesthesia may throw light on 
the advantage of its adoption, especially in the treatment of placenta 
previa, which has been beneficially influenced in certain cases. 


Auto-transplantation of endometrium in the peritoneum of the rabbit. 

Molinengo has carried out numerous’ experiments on rabbits to test 
the validity of Sampson’s theory which states that fragments of uterine 
mucosa from menstrual or operation reflux, may start new growths of 
similar structure in the pelvis or in the pelvic peritoneum. In his first 
series of experiments Molinengo let the curettings of the uterine mucosa 
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be fully disseminated in the peritoneal cavity. In a second series he fixed 
fragments of uterine mucosa on previously prepared sites. In a third 
series he followed the same technique as in the second, but the rabbits 
used had undergone bilateral castration a month before. He found that 
ovarian hormonic action seemed to have no appreciable influence on the 
attachment of the uterine fragments or on their development into new 
growths. When the mucous epithelial tissue was fixed on a prepared site 
attachment and development always occurred. When the fragments were 
set free in the peritoneum and more time elapsed before they could become 
attached, many failed to do so, and others did not develop into tumours. 

Most of the attached particles developed into papillomatous or cystic 
tumours. In these the relative disposition of the epithelial and muscular 
elements resembled the musculo-epithelial structure of an adenoma or 
female endometrioma. Connective tissue proliferation played an important 
part in their development. 

Molinengo points out a substantial difference between experimental 
conditions, and those which, hypothetically, may be considered natural 
circumstances. In the former, the fragment is healthy, vascular tissue, but 
if a fragment is transported by reflux menstrual blood into the peritoneum, 
it is accompanied by detritus, solvent in nature and rich in noxious 
products. The chance of grafting and developing is less. Therein lies an 
objection to Sampson’s theory and one which has not yet found a satis- 
factory answer. 


The alcoholemia curve in pregnancy, parturition and puerperium. Determination 
of the normal alcoholic content in the blood and in the milk. (Experimental 
contribution). 

Candela refers to recent work. done by eminent scientists to study the 
alcohol content of maternal and foetal blood, after alcoholic beverages had 
been taken by the mother. It is surprising that in these investigations, 
no preliminary estimation was made of the amount of alcohol normally in 
the tissues of the most abstemious subjects. It is present in animal tissues 
even after fasting. The dearth of information relative to this normal con- 
tent has led the author to carry out methodical research on alcoholaemia 
in the obstetrical field. By means of Bajliono’s micro-method, he has 
examined 64 cases in various periods of pregnancy, labour, and the puer- 
perium, representing his results in curves which indicate variations in 
the alcoholic content. 

He has also determined the quantity of alcohol normally contained 
in the milk of women at the beginning of the puerperium, and the amount 
present in the blood of the newly-born infant. He devotes a special 
chapter to foetal alcoholeemia, bearing in mind how much has been written 
about Nicloux’s ‘“‘congenital alcoholism.” 


J. H. Filshill. 


Revista Italiana di Ginecologia e d’Ostetrica. 
February 1930. 
*The Demelin forceps. R. Lima. 
*Surgical technique for the cure of recurrence of uterine prolapse after 
Schauta-Wertheim’s operation. Fabiio, 
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*Version by external manipulation. De Azevedo. 


March 1930. 
*The therapeutics of ectopic gestation and its differential diagnosis. 
Fabiao: 
Rupture of tubal pregnancy ; cataclysmic hemorrhage. de Bavros. 
A teratologic case (di-cephalic monstrosity). Rangel. 
Statistics of the surgical clinic in St. Paul’s Hospital (1929). Pires. 


The Demelin forceps. 


Lima discusses the merits of various types of forceps and describes 
several cases in which he has employed the Demelin forceps. He has formed 
a high opinion of the value of this instrument. According to Professor 
Magelhans ‘‘they will aid the skilful and thwart the ignorant.’? Axis 
traction forceps, of which he takes Tarnier’s as a type, too often ‘‘embarass 
the expert and embolden the clumsy. The good obstetrician is one who 
directs his forceps, but in practice there are many physicians who allow 
their forceps to lead them.” 

For high applieation the Simpson Barnes forceps or Tarnier’s forceps is 
preferable to the Demelin forceps. Tarnier’s instrument can be used as a 
cephalotribe, but Lima thinks the best place for it is a museum. He 
considers that (1) Demelin’s forceps is the nearest approximation to the 
ideal forceps since its only contra-indication is an occipito-iliac-transverse 
presentation. (2) It fulfils the accepted precept of the mechanism of partu- 
tition by substituting a conscientious and rational vis a fronte for a uterine 
vis a tergo. (3) Observation of the bi-parietal sulcus is an essential con- 
dition of success and this is obtained only by perfect technique. 


Surgical technique for the cure of recurrence of uterine prolapse after Schauta- 

Wertheim’s operation. 

Fabiao thinks that the Schauta-Wertheim operation for prolapse gives 
relatively good results but has the defect of withdrawing the uterus from 
its normal anatomical position. It therefore absolutely modifies the state 
of the genital tract. He describes a case on which he operated after two 
recurrences of complete prolapse, each time performing a Schauta-Wertheim 
operation. Because the uterus was much enlarged and the patient was 49 
years of age, he decided to extirpate the uterus. He then followed Halban’s 
process to restore, as far as possible, normal anatomical relations. Dissection 
of the vesico-vaginal fascia was easy in spite of distension due to the 
prolapse. Forming the mucosa into a pouch, he reinforced the pelvic floor, 
and then sutured the levator ani muscles. 


Version by external manipulation. 

De Azevedo holds the opinion that external version would remedy a 
number of mal-presentations, if done early, carried out with gentleness, and 
preceded and followed by suitable treatment. In one year he corrected 
38 cases of transverse presentation and had only one recurrence. The 
patient had previously had eight children. The uterus was flaccid and the 
foetus was small. There was a large quantity of liquor amnii. Twin 
pregnancy is a contra-indication. Other contra-indications are intra- or 
extra-uterine tumours, which, however, are of comparatively rare oceur- 


R 
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rence. None of his cases had these complications. The time of choice for 
the performance of these manipulations is the beginning of the eighth 
month, but this may be anticipated if the foetus is of more than normal 
volume in the seventh month. De Azevedo attributes much of his success 
to the early date of version. 

Even under the best conditions there is always a certain amount of risk 
to the foetus, hence the necessity of listening to the foetal heart before and 
after version. It is evident that too much force might cause a dangerous 
recoil with a short cord and lead to placental dislocation or, funicular 
rupture. In his experience, foetal auscultation revealed nothing abnormal. 
He found tension of the abdominal wall sometimes made the operation diffi- 
cult. A milk diet and a purgative the day before version overcame this 
difficulty. In two cases at the eighth month and after eight days constipa- 
tion, these simple measures led to spontaneous version. Suitable bandag- 
ing, rest for two days after manipulation and fortnightly inspection till the 
foetal position was established were also elements in assuring success. 


The therapeutics of ectopic gestation and its differential diagnosis. 

Fabiéo discusses various tests for the diagnosis of ectopic pregnancy. 
Some methods are complicated and expose the patient to the risk of 
infection. Dangerous methods are digital intra-uterine examination, 
dilatation and radiographic examination preceded by intra-uterine injection 
of lipiodol. A simple test which is free from danger and gives good results 
is the endovenous injection of pituitrin. The rapid and strong uterine 
contractions which follow show the outline of the gravid uterus. If 
contractions are feeble or wanting, the presence of a muscularly deficient 
ovular sac or an ectopic pregnancy can be diagnosed. The injection will 
not precipitate labour, unless the patient is at term or very near term. 
Early diagnosis of pregnancy by Aschheim and Zondek’s method is recom- 
mended. In all cases in which the animal tests were positive other evidence 
showed that the woman was pregnant. In the case of a negative reaction 
it was found that the child was dead or that the patient was not pregnant. 


J. H. Filshill. 


Acta Obstetrica Scandinavica. 


Vol. ix, Fase 1-4, 1930. 

*A case of actinomycosis in the adnexa of the female genitalia. E. 
Ahlstrém. 

*Sixty-nine cases of pyutia. gravidarum febrilis. V. Albeck. 

*On amniotic nodes. §. Bergendal. 

*On the treatment of recto-vaginal fistula. E. A. Bjérkenheim. 

*Correct lines in the treatment of myomata. O. A. Boije. 

*On symptoms of myomata of the uterus during the menopause. KF). Bovin. 

Are binovular twins more alike than uniovular in respect to weight and 
length at birth. E. Essen-MOller. 

*Two cases of artificial formation of the vagina. R. Faltin. 

The length of the umbilical cord. J. Fog. 

*The sterilization problem in Scandinavia. H. Forssner, 
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*A case of encephalitis hzemorrhagica following salvarsan treatment during 
pregnancy. S. A. Gammeltoft. ; 

*Rupture of the liver in the neonate after spontaneous labour. S. Genell. 

*On the clinical course and treatment of necrotic interstitial myomata 
during pregnancy. O. Grdéné. 

The results of treatment in the Gebaranstalt Stockholm-Sud of eclampsia 
from Oct. 1, 1911 to Dec. 31, 1928, and of eclampsism and nephropathy 
1918-1928. N. Gyllensvard. 

*Some experiences with X-rays in pregnancy. E. Haugh. 

*Experiences with a modification of the technique hitherto used at Radium- 
hemmet in the radium treatment of cancer of the cervix. J. Heyman. 

Project of a system of plantar classification in the new-born. E. Jerlov. 

The hydrogen ion concentration of the urine before, during and after 
labour in normal pregnancy and the toxicoses. L. Leidenius. 

Paralysis in the distribution of nervous ischiadicus in connection with 
childbirth. O. Linden. 

On the problem of the interstitial cells of the testes and their influence 
upon internal secretion. G. Lundh. 

*Intrathoracic and intra-abdominal haemorrhages in the new-born. B. 
Lundqvist. 

*Causes of death in the puerperium. 

Unusual Réntgen finding in a cystic kidney. W. Moller. 

Some views on the treatment of miscarriages. J. Olow. 

Nine cases of resection of the presacral nerve (operation of Cotte), FE. 
Petersen. 

Three cases of wandering ligature in the urinary bladder. G. Petrén. 

*Cessation of the coagulation of the blood in post-partum hzemorrhage— 
“Shock bleeding.”’ K. Skajaa. 

Pathological elevation of the diaphragm during pregnancy. T. Sodemann 

*The prognosis of the prematurely born and the prophylaxis of birth 
traumas. A. Sunde. 

*The treatment of eclampsia and eclampsism at the Gotenburg Lying-in 
Institute during the years 1918-1928. E. Thulin. 

Some sexual operations. A. Troell. 

On the resuscitation of apparently dead new-born children. S. V. 
Wachenfeldt. 

Considerations on the instrumental dilatation of the uterine orifice during 
labour. E. Warrén. 

*The results of obstetric operations at the Universtakfrauenklinik of the 
“Allmanna Barnbérdshuset” in Stockholm during the years 1919-1928. 
A. Westman, 

*Three cases of aplasia vagince after Schubert’s operation. S. E. Wich- 
mann. 


Vol. x, Fasc. 1, 1930. 
*The operative treatment of general peritonitis due to abortion. J. J. Chy- 
denius. 
*The regional lymphatic glands in carcinoma of the uterus. Laimi 
Leidenius. 
*A theory of uniovulation mechanism and an experimental investigation on 
follicular fluid. G. Dahlberg and S. Akesson, 
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Supplement—Clinical research in the non-tuberculous salpingo-oophoritis. 
F, Holtz. 
Vol. x, Fase. 2, 1930. 
_About the study of medicine in Sweden. H. Forssner. 
On education and organization of midwives in Sweden. E. Bovin. 
*Myoma of the portio vaginalis uteri. A. O. I. Turunen, 
*Congenital kidney malformations and oligohydramnios. E. Bardram. 
A point in the diagnosis of femoral thrombosis. J. Olow. - 
*A case of malignant teratoma of the ovary. E. A. Bjorkheneim. 
*The pulse volume and respiratory metabolic exchange during pregnancy. 
P. Windfeld. 
The clinical value of the sedimentation test in disease of the adnexa. 
M. Nielsen. 
A case of pernicious anzemia during pregnancy. A. Lennee. 


A case of actinomycosis in the adnexa of the female genitalia. 

Ahlstrém describes a case of actinomycotic tumour of the left ovary— 
with which the Fallopian tube had evidently fused—and abscesses of 
smaller size in the adjacent parametrium; in addition there was a right- 
sided empyema, invasion of the diaphragm, subphrenic abscess and 
abscesses of various sizes in the liver. 

On the strength of this case and supported by 61 other cases found 
in the literature the author surveys the pathological anatomy and clifiical 
features of actinomycosis of the female genitalia. 

It is often difficult to be sure of the mode of origin in cases of infection 
of the female genitalia. The most common event is probably infection 
from the intestine. Only in a few cases is rising infection certain or most 
likely in some cases of criminal abortion or on the introduction of a 
‘‘sterilette.”’ 

In some cases infection of genitalia can scarcely be explained in 
any other way than assuming metastasis by the blood-stream, in the 
author’s case probably from the pleura or lung. 

The prognosis is bad. No case of any long-standing definite cure has 
been published: one case, however, has been published that probably 
remained well during two and a half years of observation. 

With regard to treatment it seems expedient to extirpate the tumour in 
the relatively rare cases in which the process is limited to the appendages 
but not in cases—as happens so frequently—in which the infection has 
spread to the pelvic connective tissue. In these cases it is probably better 
trying Réntgen treatment with potassium iodide medication and incision 
and evacuation of the actinomycotic masses. Experience as regards the effect 
ot Réntgen treatment for genital actinomycosis is lacking but the 
relatively favourable results in other locations, even the abdominal form, 
may give us hope to be able to improve the prognosis by this treatment. 


Sixty-nine cases of pyuria gravidarum febrilis. 

In about 10,000 deliveries were 226 cases of pyuria gravidarum. Of 
these, 69 patients had fever during pregnancy or during delivery; while 
157 cases were afrebrile during delivery and, most likely, there had been 
no fever during pregnancy. Only 15 of the patients had premature 
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deliveries and in six of the cases this was probably due to intoxication ot 
pregnancy. 

Among the 69 cases of pyuria gravidarum febrilis spontaneous inter- 
ruption of pregnancy occurred in 17 cases (in 16 of which there was fever 
and high temperature), in two of the cases abortion occurred in the 
fifth to sixth month, there were two deliveries 10 to 12 weeks premature 
and the children died shortly after birth, five deliveries were six to eight 
weeks, seven four to six weeks and one three weeks premature. These 
13 children lived. 

In six cases artificial interruption of pregnancy was induced, once in 
sixth month and five times in the eighth to ninth month, two of the 
children lived and three died. Interruption of pregnancy, spontaneous and 
artificial, thus occurred in a third of the cases. The loss of children was 
11.6 per cent. 

Of the mothers one died, the others were discharged, one, however, only 
after an extirpation of the right kidney, on account of a pyonephrosis, 
had been performed. All these patients were discharged still suffering 
from a persisting bacteriuria, even after prolonged medical treatment 
in bed. 


On amniotic nodes. 


Bergendal reports two cases in which the amnion, particularly in its 
placental part, presented a surface covered with numerous nodes of 
varying sizes, from those not visible to the naked eye to those that were 

They consisted of slightly differen- 
tiated tissue crossed by connective tisssue bands originating in the 
connective tissue layer of the amnion, and were more or less completely 
covered by amniotic epithelium. The author mentions reports published 
of similar observations, though only three of these fully agree with those 
of the author. He believes that these nodes may be caused by oligo- 
hydramnios, i.e., that mechanical irritation may produce the proliferative 
process in the ammion which leads to the formation of the nodes. 


On the treatment of recto-vaginal fistule. 

The author has compendiated six cases of rectovaginal fistula, from 
January ist, 1922 to December 31st, 1929, treated at the Gynecological 
department of the Hospital’ ‘‘Diakonissanstalten” at Helsingfors. The 
fistula was, in three of these cases, situated in the lower rectal portion, 
whereas being in the three other cases situated in the upper rectal part. 
The fistula, in four of these cases, originated after an operation at the 
Hospital, a perineal operation having thereat ,been performed in two of the 
cases, laparotomy in the remaining two. Two patients with rectovaginal 
fistula were admitted to hospital; fistula vulvoanalis being at hand in one 
of the cases, in the second case again a larger fistula was observed high 
up in the left fornix vaginze. In the latter case a tampon had, after a 
greater abdominal operation, been forgotten in the pouch of Douglas. In 
two cases in which the fistula was high situated and small it healed spon- 
taneously within three to five weeks respectively. In two cases in which 
the fistula was low situated the operation was performed according to 
Guerin, Sanger, Crossen, i.e. the perineal way; the fistula healed 
completely. A smaller rectovaginal fistula in one case originated after 
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the perineal operation, no secondary operation being, however, performed 
as the patient did not return to the hospital, although requested to. 
Finally, in the last case, in which the fistula, the size of a finger-nail, 
was situated high up in the left fornix vagina, the operation was pert- 
formed according to the one explained by Legueu, i.e. a combination of 
the vaginal and perineal method. This method offers great advantages 
in many respects and is easier performed than many other methods 
described. Some flatus escaped on the fifth day after the operation, and 
feeculent fluid per vaginam. No more feces escaped through the vagina 
on the fourteenth day after the operation; but some flatus escaped. An 
opening the size of a pin-head was observed in the left fornix. This 
opening was cauterized and the fistula healed completely after four days. 
The author recommends the method in such cases in which high situated 
rectovaginal fistulee, that do not heal spontaneously, are present, while 
the perineal method only or the vaginal might cause difficulties, perhaps 
even render impossible the closing of the fistula unless more or less 
mutilating operations are performed. 


Correct lines in the treatment of myomata. 

Boije bases his experience upon 400 myomata of which 128 were 
treated with X-rays and 272 were operated on. The primary result is 
favourable in the first-mentioned group, which is, however, indirectly 
charged by two deaths; neither of these cases (sarcoma) were operated on 
whilst the curettage test gave a negative result. The percentage mortality 
was, thus, 1.5 per cent; 84 enucleated cases were operated upon, and 188 
supravaginal amputations were performed, of which cases two were fatal, 
not, however, on account of the operation. One of the patients, suffering 
from a serious heart ailment, died the day after the operation, the other 
one is apoplexia cerebri. The percentage mortality in cases operated 
on is, thus, 0.7. 

The author has more and more extended the indications for operative 
treatinent and now uses Roéntgen treatment only for those cases in which 
a contra-indication for operation is present. This, not so much on account 
of the favourable result of operation as by reason of the frequently occur- 
ring serious symptoms which often accompany the cessation of the ovary 
function. Owing to the mentioned reasons amputation is effected in point 
of principle, not total extirpation. Enucleation is performed in cases 
in which such an operation is suitable. 


On symptoms of myomata of the uterus during the menopause. 

Among 300 cases of uterine myomata for which operation had been 
indicated and performéd, the author had 13 patients (= 4.3 per cent) at 
the age of 54 to 82 years, in whom, as shown by operation and result, the 
myomata had given rise to symptoms subsequent upon a menopause, in 
most cases symptomless, that had lasted for many years. Of symptoms 
thus arising hemorrhage occurred in eight cases. Out of these cases one 
patient, 60 years old, had been in the menopause for eight years aiici 
treatment with Roentgen rays. One patient had, besides a myomatous 
polypus, the size of a tangerine, on its way out, an adeno-carcinomatous 
growth of smaller size in the fundus. In four patients there were 
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symptoms of growing myomata with or without bleeding. Severe pressure 
on bladder or rectum in two patients (calcification). idema or necrosis 
in two patients. Besides the combined case of myoma plus cancer, the 
remainder were only, according to microscopical examination, myomata. 

Experiences such as the above described should also be remembered in 
the discussions on operation versus radiotherapy in cases of uterine 
myomata. It is probably right to conclude that even after a menopause, 
brought about by irradiation, the remaining myomata or a myomatous 
uterus as such, apart from the risk of malignant degeneration, may 


in future cause the patients troublesome symptoms. The future will show 
how great this risk is. 


Two cases of artificial formation of the vagina. 

In one case a part of the sigmoid flexure was used with still good 
results after 16 years; in the other a loop of ileum, resulted in sloughing 
of the transplanted intestine, peritonitis and death. The author, accord- 


ingly, prefers the large intestine to the small for the formation of an 
artificial vagina. 


The sterilization problem in Scandinavia. 

Forssner gives an account of existing and proposed legislation in 
Scandinavia, touching the right to sterilize. 

The Penal Codes of all the Scandinavian countries regard it a felony 
to deprive anybody of his powers of propagation, and do not make any 
exception for operations performed by doctors on medical grounds for the 
purpose of sterilizing. The courts, however, do not enforce this law 
against the medical profession, as the purpose of these operations is not 
illegal, but beneficial. In spite of this, doctors and lawyers have con- 
sidered a special law on this subject advisable, as it must be regarded as 
doubtful if the present law can be interpreted in the same way when 


applied to operations undertaken on social-medical and social-humanitarian 
indications. 


The author denies the necessity of such a law, and quotes his own 
experiences from 37 operations performed during the last three years in 
support of his contention. .According to his opinion, a law regarding 
the right to sterilize cannot profit, but may to some extent interfere with, 
the practice of medical men in this respect, and he advocates status quo, 


i.e. just to continue the work as before, under the protection of an 
enlightened judicature. 


A case of encephalitis hamorrhagica following salvarsan treatment during pregnancy. 

An instance of encephalitis hamorrhagica following salvarsan treat- 
ment during pregnancy is recorded by Gammeltoft. The case is discussed 
and compared with other cases observed in Denmark. In regard to the 
danger, however slight it be, which salvarsan treatment during pregnancy 
implies, the author considers that the treatment ought always to be 
applied by specialists, because only such are able to detect the very first 
signs of the treatment not agreeing with the individual patient. 
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Rupture of the liver in the neonate after spontaneous labour. 

Genell reports three of the four cases hitherto known of liver rupture 
in a new-born child after a spontaneous delivery, and communicates three 
cases from his own experience. He recapitulates that the arising of liver 
rupture in new-born children after spontaneous delivery is likely to be 
due to two factors, a mechanical-traumatic factor and a constitutional one, 
viz. an abnormally increased disposition to bleeding, and finds the extra- 
ordinary rareness of the cases plausibly explained by the fact that these 
two conditions, each of them scarce, very seldom coincide in a pro- 
nounced form. 

The medico-forensic import of cases of liver rupture in new-born 
children after spontaneous delivery is discussed. 


On the clinical course and treatment of necrotic interstitial myomata during 
pregnancy. 

Groné considers that necrotic myomata during pregnancy should be 
differentiated clinically from necrotic myomata unconnected with the state 
of pregnancy and be regarded as a separate clinical entity, as not only 
the clincal course but also the treatment in these circumstances 
present a good many differences from what is otherwise characteristic of 
myo-necrosis. 

The author illustrates the fairly typical clinical picture by describing 
six cases that he has had under treatment in recent years. As typical 
symptoms and signs he emphasizes pains of acute onset, marked tender- 
ness over the palpable tumour and immediate neighbourhood and slight 
rise of temperature. In five of the cases the diagnosis has been verified 
by operation. In one case the symptoms disappeared under expectant 
treatment. Even in this case, however, the author maintains that myo- 
necrosis was present, on account of the clinical picture being similar to 
that of the other cases. 

The treatment ought to be expectant from the outset. Should the 
symptoms not pass off, or become aggravated, operative treatment must be 
resorted to. Enucleation of the myoma is the operation that, as a rule, 
brings about a happy result. Only in cases coming so late for treatment 
that a serious infection has already had time to develop is it necessary 
to perform amputation of the pregnant uterus. Such has been the con- 
dition in two of the author’s cases. One of these patients died from the 
subsequent peritonitis, the other recovering. Of the three remaining 
cases on which enucleation was performed, and which all recovered, the 
pregnant condition continued normally in two. In the third case abortion 
had taken place already, prior to the operation. 

Finally, the author relates still another two cases of enucleation of 
myomata in a pregnant uterus, the pregnancy proceeding normally in 
both cases, with subsequent normal delivery. 


Some experiences with X-rays in pregnancy. 

Modern X-ray examination can give us very valuable information 
during pregnancy, not only for the diagnosis of a relatively early state of 
pregnancy when, however, other methods of examination may also yield 
equally satisfactory results even at an early stage, but also for the diagnosis 
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of late extrauterine pregnancy, differential diagnosis of pregnancy and 
tumours, for demonstrating the presence of dead foetus and twin pregnancy 
and finally for diagnosing certain monsters. 


Experiences with a modification of the technique hitherto used at Radiumhemmet in 
the treatment of cancer of the cervix. 

A modification of the standard technique hitherto used in the radium- 
treatment of cancer of the uterine cervix at Radiumhemmet has been tried 
during the period 1921-1923 in 194 cases. In these series two applications 
were made instead of three. 

A comparison of the five-year results shows that the results with the 
modified technique are about the same as these obtained with the standard 
technique in the operable cases. The figures dealing with the result in 
the inoperable cases are slightly in favour of the standard technique. 

It would mean a considerable gain in several respects if the number 
of applications could be reduced to two. The results reported in this 
paper seem to show that this is possible. Experiences from a larger series 
are, however, necessary before they will consider deviating from their 
standard technique. 


Intrathoracic and intra-abdominal hemorrhages in the new-born. 

The author has collected 52 cases of. intra-thoracic and intra-abdominal 
hzemorrhage in newly-born children. Three cases only are intra-thoracic, 
of which two from the thymus and one mediastinal haemorrhage, the 
origin of which is uncertain. There are 49 cases of intra-abdominal 
hemorrhage; five cases from a rupture in the liver parenchyma, 14 cases 
of subcapsular hemorrhage in the liver, 17 (18) cases of suprarenal 
heemorrhage, one case of rupture of the spleen—in most of these cases 
there were additional larger or smaller collections of blood in the abdominal 
cavity—and finally 12 cases of intra-peritoneal haemorrhage without any 
demonstrable source. : 

As a primary etiological factor one would probably have to consider 
the circulatory disturbance in the foetus as a result of the labour itself, 
perhaps also the revolution in the circulation created by the first breath 
of the foetus. The circulatory disturbance gives rise to stasis in the 
inferior vena cava occasioning hyperzemia in the parenchymatous organs, 
liver, adrenals, etc., leading to enlargement of the organs and to a 
diminished resistance of the tissues to trauma. 

With regard to the parenchymatous ruptures in liver and spleen the 
idea of their mechanical origin would seem to obtain confirmation, as the 
foeti in these cases—whether head or breech presentations—have passed 
the pelvic canal, whereby a direct pressure has been exercised against the 
respective organs’ by the symphysis. (The spleen was predisposed to 
rupture by syphylitic changes and a considerable enlargement). 

In the cases of subcapsular liver heemorrhages, hemorrhages in supra- 
renals and thymus no mechanical factors can be traced to which the 
injuries might be referred. In these cases the asphyxia instead appears 
as a fairly constant phenomenon. As the asphyxia alone, however, is 
not likely to explain the origin of these bleedings, the author feels inclined 
to assume some biological basis, a haémophilic tendency, in the foetus, in 
accordance with some recent blood investigations. In support of this 
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assumption we have the fact that more than 70 per cent of these bleedings 
occur in boys against barely 30 per cent in girls and, further, that in a 
case of thymus hemorrhage there was reason to assume the presence of 
inherited haemophilia. 

The origin of the intra-peritoneal haemorrhages, the source of which 
could not be found, is not clear. There are some factors possibly in favour 
of small ruptures in the liver or the suprarenal glands being the origin, but 
the possibility of capillary haemorrhage through the peritoneum, analogous 
with similar phenomena through the intestinal mucous membrane, cannot 
be disregarded. 

Clinically the different forms of hamorrhage in the chest and abdomen 
are uniform in character. The majority of children surviving the first 
twelve hours generally appear quite well for a greater or lesser number of 
days until quite suddenly they become ill and die within the course of a 
few hours, without presenting any local physical signs. In some cases, 
however, premonitory signs have been present; in some cases intra- 
abdominal hemorrhage has been diagnosed. Yet styptic measures have 
been ineffective. A treatment commenced only when the child is taken 
ill has no chance of being effective. A therapy may possibly be found 
in prophylactic measures based upon blood examinations carried out in 
asphyxiated foetuses. 


Causes of death in the puerperium. 

In the Public Maternity Hospitals in Norway, 165 out of a total of 
24,155 women died in childbed during the years from 1918-1928. Total 
mortality 0.7 per cent. Out of the women who were delivered in the clinics, 
0.5-0.6 per cent died. 

In about 50 per cent of the cases, death was caused by infection or by 
toxeemia. The two causes claimed about an equal number, the toxcemias 
perhaps a few more. Next, placenta preevia caused death in ten per cent 
of the cases. In many cases of toxezemia and placenta preevia, death was 
finally caused by infection, and we can reckon that infection was the 
ultimate cause of death in about two-fifths of all cases. On the other 
hand, it must be remembered, that without the primary disease, no 
infection would have occurred. 

Ruptured uterus and post-partum haemorrhage caused death in five 
and four cases respectively. 

Of the causes that were not directly connected with pregnancy or child- 
birth, the pneumonia in the years 1918-1920, (not in later years) presented 
a remarkably high number—influenza. Renal diseases (not caused by 
pregnancy) and heart diseases proved dangerous. Patients with tuber- 
culosis do not often die in the obstetrical clinics. 

Other diseases with only one or two cases each, caused the death of 
six per cent of the total number of fatalities. 


Cessation of the coagulation of the blood in post-partum hemorrhage—Shock 
bleeding. 
In about 13,000 confinements the author found 11 cases of post-partum 
hemorrhage in which the blood coagulated normally to start with and 
the bleeding ceased. After 15 to 20 minutes—in a few cases after one to 
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four hours—the bleeding recommenced, and now with non-coagulating 
blood. In a few cases the blood ceased to coagulate while the haemorrhage 
lasted. In seven cases the uterus was firm and permanently contracted, 
in two cases completely atonic. 


In all the cases there had been a preliminary abundant hemorrhage 
and with one exception there had been one or more intrauterine manipula- 
tions. There were four cases of placenta praevia with prolonged abundant 
bleeding and in three cases there was a premature detachment of a normally 
situated placenta. In most cases the hemorrhage began with non- 
coagulating blood with a simultaneous sudden and obvious change in the 
patient’s general condition, suggesting obstetric shock. 


The non-coagulating blood is lacking in fibrinogen. Blood simul- 
taneously collected by venous puncture coagulates in a normal manner. 
The uterus is the seat of purely local and temporary hempohilia, in one 
case extending also to the subjacent part of the genital tract—and appears 
in the uterus as a diffuse capillary haemorrhage. In two of the examined 
cases the blood was found condensed at the commencement of the 
hemorrhage. In the author’s opinion a condition of shock is at the bottom 
of this mode of bleeding and he suggests that the name of shock-bleeding 
be given to it. 

All usual ways of arresting heemorrhage, including compression of 
the aorta, are of no use here; it is waste of time and aggravates the 
condition of shock. The only operation that ought to be considered is 
vaginal hysterectomy. In four cases the bleeding stopped after extensive 
blood transfusions (1,000—-1,200-1,200-2,000 c.cm,), in seven cases death 
from fatal hemorrhage occurred. In several of these the same quantities 
of blood were given as in the recovered cases, but in addition great 


quantities of saline solution, which seems to have had an unfavourable 
effect. 


The prognosis of the prematurely born and the prophylaxis of birth traumas. 

Statistical research shows that premature children cannot keep step 
with normal school children as regards stature and weight. 

The best prophylaxis of birth traumas is, as far as possible, to prevent 
a premature birth. The defective development of the vessels and the poor 
elastic tissue of the vessels of the embryo are the predominating causes of 
such brain injuries in premature children. Partus ante prematurus is 
justified only when the life and health of the mother demand it. Such 
procedure should in case of narrow pelvis be abandoned in favour of the 
Cesarean section. The combination premature birth, narrow pelvis with 
increased resistance is particularly dangerotis. The deciding factor is not 
a greater or smaller child-mortality, but the final results of the intellectual 
development of the children. 


The treatment of eclampsia and eclampsism at the Gotenburg lying-in Institute 

during the years 1918-1928. 

This brief recapitulation is an exposition on eclampsia and eclampsism 
at the Maternity Hospital in Gothenburg during the years 1918-1928. 
During this decade 28,632 patients were confined. The cases of eclampsia 
were 167, divided into two separate groups. 
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The first group comprises the years 1918-1919 and includes 42 patients. 
During this period no other treatment than active therapy was used. 
Maternal mortality was 7.1 per cent (three deaths in 42 cases), while 
infantile mortality during that period reached 25 per cent. 

The second group includes the years 1920-1928. During this period 125 
patients were treated for eclampsia. The treatment followed closely the 
therapy of the middle line. The maternal mortality was in the second 
11.2 per cent and the infantile mortality was 29.5 per cent. 

During the years 1918-1928, 186 cases of eclampsismus were treated. The 
mortality was about two per cent. The unreduced infantile mortality in 
this group was 21.9 per cent. 


The results of obstetric operations at the Universtakfrauenklinik of the Allminna 

Barnbérdshuset’’ in Stockholm during the years 1918-1928. 

Out of 28,206 labours at ‘‘Allmanna Barnboérdshuset,’’ Stockholm, during 
the ten-year period 1919-1928, 1,908, or 6.8 per cent, were terminated by 
instrumental aid. For the mothers the death-rate after spontaneous 
deliveries has been 0.23 per cent; after mild forceps operations 0.9 per cent, 
unreduced, and 0.4 per cent, reduced. The more complicated vaginal 
operations have an unreduced death-rate of 3.3 per cent, and reduced 1.9 
per cent, while Caesarean sections are weighed down by the highest death- 
rate figure, §.3 per cent, unreduced, and 4.3 per cent, reduced. The above 
investigations definitely gainsay the view advanced by Hirsch that Ceesarean 
section is a less dangerous undertaking for the mothers than vaginal 
operation. Czesarean section can, from the point of view of the foetus, 
only exceptionally be justified. 


Three cases of aplasia vagine after Schubert’s operation. 

Wichmann has performed Schubert’s operation in three cases of aplasia 
vaginee with satisfactory results. He considers that operations using the 
small intestine are not indicated on account of their high mortality per- 
centage, their numerous complications (fistula etc.), and their unfavourable 
final results. | ee Ba es 


The operative treatment of general peritonitis due to abortion. 

Chydenius describes the development of treatment for general peritonitis 
at Helsingfors during the last 10 years. There were 56 cases in all. 
Twenty-seven patients were not operated on and of these 26 died; 29 were 
operated on and of these 19 died. 

Previous to September 1926 the operation performed was laparotomy and 
simple drainage; 13 cases were so treated, with 11 deaths and two 
recoveries. : 

After September 1926 extirpation of the adnexa and amputation of the 
uterus through an abdominal incision, followed by both abdominal and 
vaginal drainage, was performed. Six cases were so treated, with four 
deaths and two recoveries. 

These later operations were most often combined with high peritoniza- 
tion, i.e., when the pelvic cavity had been drained by the vagina, it was 
completely separated from the abdominal cavity by bringing over the 
sigmoid colon. 





Review of Current Literature 705 


The results have been more favourable since more radical operative 
treatment was undertaken. All the deaths showed a streptococcal infection 
and at least three patients who recovered had the same infection. 


The regional lymphatic glands in carcinoma of the uterus. 

Leidenius, working in the Institute of Morbid Anatomy and in the 
Obstetric and Gyneecological Clinic of the Helsingfors University, carried 
out a comprehensive investigation of the regional glands associated with 
carcinoma of the cervix, removed by Wertheim’s operation, in 21 cases. 

The author reviews the opinions of different authorities. These opinions 
vary, from the assumption that there is always glandular spread and, there- 
fore, that local removal is useless, as Wertheim considered it to be, to 
Schauta who held the oposite opinion. Many observers consider that the 
majority of operable cases of carcinoma of the cervix with enlarged 
lymphatic glands do not suffer from gland carcinomatosis. He wonders 
whether these enlarged glands are precancerous or simply inflammatory. 
In his investigation he tries to establish : 

1. How often and in what kind of case the lymphatic glands are 
carcinomatous. 


2. Whether it is possible, by careful examination of the cells of the 
primary growth, to predict which growth will give rise to secondary gland 
metastases. 


3. What changes occur in the non-carcinomatous glands. The material, 
obtained by the Wertheim operations, performed at the Helsingfors clinie, 
comprised the whole pelvic cellular tissue and contained glands. The 
operation specimens were thoroughly examined and every visible gland 
was removed for examination. The author did not carry out serial sections 
in his investigations. 

The number of glands varied from 15 to 20 on each side and their 
size from three mm. to a hen’s egg; macroscopically, in many cases, the 
author could not decide whether the glands were carcinomatous or not. 
An infiltrated parametrium was no help to the prediction of carcinomatous 
glands, in six out of 15 cases without gland metastases there was infiltration 
of the parametrium. 

In six cases carcinomatous.glands were found ; four cases, or 28.6 per cent, 
on both sides and two cases on one side only. In some involved glands the 
carcinomatous growth filled the whole gland to such a degree that it was 
not possible to demonstrate the point of entry. In most, the growth leaves 
some corner of the gland free and in these one finds cancer cells, first 
invading the capsular sinus and spreading thence deeper into the gland. 
In medullary forms, which were sparsely infiltrated with exudate cells, 
metastases occurred more frequently, than when there was marked pro- 
liferation of connective tissue cells, and exudate cells were more abundant. 
Minute histological examination of the structure of the cell bodies of the 
primary carcinomatous tumour showed no difference between those with 
metastases and those without. Almost all the non-carcinomatous glands had 
undergone changes similar to simple hypertrophic lymphadenitis with dila- 
tation of the sinuses, proliferation, swelling and desquamation of the 
reticulo-endothelial cells and multiplied and enlarged germ glands. He 
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looks upon these as changes provoked by a carcinomatous toxin and as a 
manifestation of the struggle of the organism against the toxin. Organisms 
were found in four cases only. 

All the six patients with glandular metastases died in from one to two 
years after operation. Of the 15 others, nine (43 per cent) remained healthy 
and without recurrence for from two to three years after operation. The 
author considers that the regional lymph glands may play an important 
part in the struggle against carcinoma. Considering this as well as the 
unfavourable results of the removal of the glands, already infected, and in 
view of the great primary mortality and the stormy convalescence, there 
seems to be some reason for abandoning the method of removal of the 
regional lymphatic glands. 


A theory of uniovulation mechanism and an experimental investigation on follicular 
fluid. 

The writers communicate a theory to account for uniovulation. They 
consider that it results from the secretion by the maturing ovum of a 
hypothetical hormone which they name ‘‘ovein.”? They suggest that this 
hormone stimulates the surrounding cells to secrete an ovulation inhibiting 
hormone, which, in accordance with this theory, ought to be present in the 
follicular fluid. 

They ‘have carried out experiments in support of this theory by injecting 
mice with follicular fluid from cows mixed with the urine of pregnant 
women. In such an experiment the Ascheim-Zondek reaction is negative. 
The follicular fluid, therefore, seems to prevent maturation of the ovum. 
It is known that the corpus luteum gravidarum and the corpus luteum 
menstruationis secrete an ovulo-inhibitory substance and the writers 
presume that the same substance is present in the follicular fluid. If the 
embryo secretes ovein in order to stimulate the corpus luteum gravidarum, 
cells in the primary follicles ought also to be stimulated to secrete the 
ovulation inhibitory hormone. There is no occasion to presume that an 
ovulation inhibitory hormone is secreted by the placenta. 

The urine of pregnant women has previously been shown to contain the 
anterior pituitary hormone, owing to which it has a stimulating effect on 
ovulation, the urine also contains the follicular hormone. According to 
the writers’ theory this must be present in the body in a relatively higher 
concentration than the anterior pituitary hormone, the latter substance, 
however, being more easily excreted in the urine than the follicular 
hormone. 

If, for some reason, the follicular hormone is secreted in comparatively 
large quantities in the body the result ought to be no ovulation and amenor- 
rhoea; this actually happens, sometimes, in women suffering from corpus 
luteum cysts. In cases of amenorrhcea with sterility one ought to be able 
to prove increased follicular hormone secretion by a urinary test and thus 
get an important clue to diagnosis and treatment. This theory explains 
the sterility of cows suffering from ovarian cysts, a relatively common 
condition in cows, and why operation on these cysts have proved successful. 
Sterility caused by too strong secretion of follicular hormone or possibly 
too weak secretion of the anterior pituitary hormone ought to be tem- 
porarily removable by injection with the anterior pituitary. This has a 
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practical importance in connexion with man and cattle. It has already 
been suggested by other authors that deliberate temporary sterility might 
be induced by injection with extract of corpus luteum. According to the 
writers’ theory one ought to be able to use the follicular hormone, which 
can easily be prepared from the urine of pregnant women and cows in large 
quantities. 

The writers consider.that definite opinions ought to be formed on the 
following points :— 

1. Too low concentration of anterior pituitary hormone ought to be 
followed by amenorrhcea or possibly by more frequent menstruation. This 
should be treated by anterior pituitary hormone. 

2. Too low concentration of follicular hormone before the climacteric can 
be conditioned by low concentration of anterior pituitary hormone. A high 
concentration of follicular hormone without pregnancy indicates corpus 
luteum formation or the presence of follicular cysts. Operation is indicated 
and if this is impossible anterior pituitary therapy should be undertaken. 

3. Treatment with follicular hormone is not rational if ovulation is 


desired, but such treatment is reasonable if it is desired to produce hormone 
sterility. 


Myoma of the portio vaginalis uteri. 

Turunen describes two cases of myoma of the portio vaginalis which 
came under his care for operation at the Diakoniss Home in Helsingfors. 
One was in a woman of 46, who had borne one child 27 years earlier; and 
the other patient was aged 37; she had borne the second of her two children 
12 years before. The first patient complained of a prolapsed tumour and 
the other of weight in the pelvis. At operation both tumours were found 


to be leiomyomata. The writer has traced 112 cases of this condition in 
the literature. 


Congenital kidney malformations and oligohydramnios. 

Bardram describes two cases of oligohydramnios with kidney aplasia 
born at the Maternity Ward (Department B) of the Rigshospitalet, 
Copenhagen. 

Cask 1. The patient was unmarried, she was a primigravida, aged 
13 years. The presentation was by the breech with oligohydramnios. 
The foetus was premature, it had club feet and kidney aplasia. Death 
occurred half an hour after birth. At autopsy the right kidney and the 
right ureter were absent, both suprarenal glands were enlarged, but they 
were situated in their normal position. The left kidney was double the 
normal size and cystic, it contained no normal renal tissue, the pelvis of 
the kidney was not dilated, the ureter was’ spirally twisted and at each 
twist the lumen was occluded. The bladder was contracted to the size of 
a pea. It was empty. 

CasE 2. The patient was 16 years old; she was a primigravida. The 
presentation was a breech with oligohydramnios, the foetus was premature 
and still-born. At post-mortem examination the lungs were found to be 
very small. The heart was normal. Both suprarenal bodies were larger than 
normal. There were no kidneys in the normal position, but, on the right 
side below this level, there was a greyish lymphoglandular tumour of cystic 
tissue. It contained no kidney tissue, but a small right ureter was present, 
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On the left side there was a similar formation, but no ureter could be found. 
The bladder was small, being the size of a hazel nut, with no trace of the 
ureteral orifices. 

The writer makes some observations on kidney aplasia and gives the 
results of an investigation into 60 recorded cases of kidney malformations 
in infants, either still-born or dead shortly after birth, seen at the Institute 
of Pathology at the University of Copenhagen. At the same time the 
obstetric histories of the mothers in Maternity Hospital (Departments A 
and B) of the Rigshospital of Copenhagen were traced. He discusses the 
possible causal connexion between oligohydramnios and certain kinds of 
kidney malformations with absent or defective gland tissue. 


A case of malignant teratoma of the ovary. 

Bjorkenheim describes a case observed in the Diakoniss Hospital at 
Helsingfors. The patient, aged 19 years, had been delivered two months 
before of her first child and had had a normal puerperium. Three weeks 
after delivery she had a sudden pain in the lower abdomen which lasted 
for six hours and was followed a few hours later by another slight attack. 
At operation a right ovarian tumour was removed. This was the size of 
a man’s head; it was solid and nodular; many of the nodules were thick- 
walled cysts containing coagulating yellow fluid; other nodules were solid. 
Microscopically, no normal ovarian tissue was found. The tumour was a 
teratoma with all three primitive layers represented and arranged as in a 
dermoid cyst. 

Twenty months later the patient was again admitted and laparotomy 
was performed, when a large pelvic tumour and another tumour at the 
level of the umbilicus were removed. These tumours were found to be 
metastatic teratomatous growths. _In two months’ time the patient was 
again re-admitted for pain in the abdomen and back, with an offensive 
vaginal discharge. She was found to have a large soft myxomatous tumour 
in the vagina which was removed locally. She was subsequently allowed 
to go home, where she died two months later. On microscopical examina- 
tion all the tumours removed were teratomatous in nature and were 
composed of tissue from all three germ layers. 


The pulse volume and respiratory metabolic exchange during pregnancy. 

Windfeld gives a resumé of the conditions associated with pregnancy. 
During pregnancy the pulse volume increases, returning slowly to the 
normal after delivery. The increase begins early in pregnancy and is 
greater than is required for the rise of oxygen consumption. The blood 
pressure remains unchanged. Besides the increased metabolism, other 
factors, such as the quantity and viscosity of the blood, may cause an 
increase in the pulse volume. From the thirtieth week three is a steady 
and considerable increase in metabolism. R. H. B. Adamson. 


Japanese Journal of Obstetrics and Gynecology. 
Vol. xiii, No. 2, April, 1930. 
Embryological investigation of the nerve-endings distributed in the 
external genitals of the human fetus, especially in the clitoris and the 
labium pudendi. S. Kimura, 
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Changes in the nerve-endings distributed in the ovaries in case of pigeon 
rice-disease. S. Kimura. 


*The relationship of various kinds of tumours complicated in the female 
genital organs; a very rare instance of complication, and_ statistical 
observations. S. Kimura. 


*Effects of gynecological diseases and operative treatments on the function 
of the circulatory system. (III): Electrecardiographic investigation 
during, before and after operation. S. Kimura. 

On corpus luteum gravidarum. T. Adachi and M. Fukuda. 


Effect of hemorrhage and anesthesia with chloroform or ether upon the 
gastric motion in the rabbit. S. Nakayama. 


Clinical observation of uterus bicornis in pregnancy and labour. S. 
Kimura. 


*Experimental investigation of the effect of the nervous system on the 
function of the genital organs. K. Minamikawa. 


Histological investigation of the umbilical cord of the human fetus. 
Kk. Kondo. 


Autolysis of gastric mucosa of rabbit in pregnancy and puerperium. 
S. Nakayama. 


*Effect of placental extract and a few endocrine preparations on gastric 
juice. S. Nakayama. 


Experiment of scar after Cresarean section. T. Kumamoto and S. 
Nakayama. 


The relationship of various kinds of tumours complicated in the female genital 
organs; a very rare instance of complication, and statistical observation. 

The complication of uterine cancer and uterine myoma, and the com- 
plication of ovarian cyst and uterine cancer are the same in their rate. 
Their percentage is four to 4.5. The uterus with myoma is not immune 
from the generation of cancer. The generation of cancer in the corpus 
uteri sufficiently supports the view that there is a causal relation between 
it and the presence of myoma, and at the same time some relation to 
the generation of cancer-in the cervix cannot be denied. The compiication 
of uterine myoma and ovarian cyst, however, is quite different showing 
a rate four times the former complication, and suggesting a special relation 
between the two kinds of tumour. Moreover, the rate of the complication 
of uterus myoma and parovarian cyst is several times that of the complica- 
tion of uterine cancer and parovarian cyst, or that of the complication of 
ovarian cyst and parovarian cyst. The fact that the same tendency is 
present in those complications above-mentioned all the more affirms the 
recognition of an inseparable relation between the ovarian system and 
uterine myoma. 

The fact that in the same genital organs of the complication of three 
kinds of tumours, there was‘only four instances, and only the present one 
instance of the complication of four kinds of tumour, is eloquent proof of 
the rarity and profound interest of the present instance of uterine cancer, 
uterine myoma, ovarian cyst and parovarian cyst in one patient. 
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Effects of gynecological diseases and operative treatments on the function of the 
circulatory system (III) Electrocardiographic investigation during, before and 
after operation. 

The following are the conclusions obtained from the investigation of 
electrocardiograms before, during and after the performance of laparotomy. 

1. Observation during operation. 

it is only after lumbar anzesthetization with tropacocaine and in the 
last stage of laparotomy that the strongest effect takes place, in the 
whole process of preparation for operation and the performance of 
laparotomy. Lumbar anzsthesia and laparotomy (peritoneal impulse, 
hemorrhage, shock, etc.) make the time of ventricle contraction markedly 
recede from the standard calculated value. The heart increases its 
function so long as there is no intense disturbance in the heart, and 
regulates itself against those disturbances, reducing their effect to a tem- 
porary one. But when the heart demonstrates such an intense change as 
myodegeneratio cordis this self-regulation of the heart is not easy and 
at last it becomes impossible to operate. In some cases a ventricular extra 
systole is demonstrated in the course of operation. In the case of cancer 
of the cervix uteri accompanied by myodegeneratio cordis, lumbar 
anesthesia with tropacocaine has a worse effect than narcosis with the 
mixture of chloroform and ether on the wave of the electrocardiogram and 
on the blood pressure. 

2. Observation before anc after operation. 

When the findings in the heart before the extirpation of uterine cancer, 
and about a month after extirpation are compared, it can be said that 
there is no marked change in general, though some cases are not without 
marked improvement after operation. In the case of a large ovarian cyst, 
however, a marked difference is recognized between before extirpation and 
after. The a angle increases after extirpation of tumour. With the third 
lead, the wave which was reversed or progressive is restored to the regular 
form or approaches the regular form, and the time of the impulse-conduction 
approaches the standard value. That is to say, a large ovarian tumour 
pushes the heart almost into the transverse position, and the extirpation 
of the tumour restores the heart to the normal position. The greater the 
tumour is, the more marked is such a finding as this, and shows more 
certainly ; this may be due to simple mechanical pressure, 


Experimental investigation of the effect of the nervous system on the function of the 
genital organs. 

1. Effect of mechanical disturbance in the sympathetic nerves on the 
development of the female genital organs. 

When the sympathetic nerves surrounding the arteria hypogastrica 
were excised, the uterus and the ovary on the operated side increased in 
weight and volume very rapidly. This increase was more rapid in the 
ovary than in the uterus. In the former, it took place in two weeks afte1 
operation and in the latter in one month after operation. 

The increase in the weight of the uterus and the ovary generally was 
proportional to the acceleration of the function and the development of 
these organs. But proportional increase does not always take place in 
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the ovary two months after operation and afterwards, and in the uterus 
two and a half months after. 

The degree of the increase in the weight and the volume of the organs 
on the operated side was generally greater in the ovary than in the uterus. 

In the uterus up to two and a half months after operation, the mucous 
layer developed favourably in the early period, and the muscle layer in 
the later period. But three months after, operation, and afterwards, the 
supporting connective tissues had highly intense hyperplasia, giving the 
figure of inflammatory pseudo-hypertrophy due to chronic inflammation. 
The increase in weight was most marked four months after operation. 

The ovarian follicle tissues had most marked development one month 
or one and a half months after operation. Later than two and a half 
months after operation, the difference from the inoperated side gradually 
disappeared, but the increase in the weight was greatest two months after 
operation. 

2. The relation of periarterial sympathectomy to uterine atrophia. 

The fact was made clear that, a short time after the excision of the 
sympathetic nerves surrounding the arteria hypogastrica, the uterus and 
the ovary developed favourably, and the uterus maintained a hypertrophic 
state longer than the ovary. 

When the periarterial sympathectomy was done on one side and at 
the same time bilateral o6phorectomy was performed, the atrophic state, 
due to the extirpation of the genital glands in the uterus on the operated 
side, was prevented to some extent; the weight was invariably greater 
than that of the uterus on the inoperated side. 

The prevention of uterine atrophy after extirpation of the genital glands 
gradually became stronger up to two months after the excision of the 
nerves, but the preventive action tended to become a little lower later than 
two months after operation, 

Shortening of the uterus on the side of the excised nerves was more 
impeded than that of the uterus on the inoperated side, and its thickness 
was not so influenced. 

In uterus, on the operated side, atrophy of the mucous layer was first 
prevented, then the atrophy of the muscle layer also seems to have been 
impeded after a certain period of time. 


Effect of placental extract and,a few endocrine preparations on gastric juice. 

The results of Nakayama’s experimental investigation may be sum- 
marized as follows :— 

1. Placental extract markedly decreases the secretion of gastric juice. 
The decrease is especially great when the extract is 50 times diluted. 

2. The secretion of free hydrochloric acid ‘was also markedly inhibited. 
But with 100 to 200 times dilution almost no effect was observed, and the 
greater the concentration, the greater the inhibitive power. 

3. In some the quantity of pepsin was decreased, but on the whole the 
normal value was maintained. 

4. In the total acidity, no change was recognized on the whole, though 
almost always there was a tendency towards decrease. 

5. When lactiferin was injected, the result was almost the same as in 
the case of placental extract. But the increase in the secretion of gastric 
juice was sometimes accelerated, 
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6. In the case of injecting atonin, the inhibition of the digestive power 
of the free hydrochloric acid and pepsin was markedly decreased, but the 
secretion of gastric juice rather markedly accelerated. 

7. When interenin was injected, no marked change was recognized 
except a slight inhibition of the secretion of free hydrochloric acid. But 
the secretion rather tended to be accelerated. 

The characteristics of gastric juice in pregnancy and puerperium are 
briefly, as follows :— 

1. The secretion of gastric juice seems to increase during pregnancy 
(especially in the early stage), and a decrease is caused as labour approaches. 
The secretion of gastric juice is already restored to the normal value on 
the third day of puerperium. But on the ninth day of puerperium an 
increase apparently takes place again. 

2. The secretion of free hydrochloric acid is rather accelerated in the 
early stage of pregnancy, but inhibited by degrees. The inhibition is 
marked on the day before labour and in puerperium. Even on the ninth 
day of puerperium a slight inhibition was still observed. 

3. The quantity of pepsin is also small in pregnancy. But on the 
day before and in puerperium the decrease is marked, and on the ninth 
day the normal value is almost restored. 

4. No marked change was recognized in the total acidity. 

5. Immediately after copulation, the secretion of free hydrochloric acid, 
the quantity of pepsin, and the total acidity were all increased one and 
a half times to twice the normal quantity, and at the same time the 
quantity of gastric juice secreted was also increased, 


P. B 


The Cancer Review. 


Vol. v, No. 5, 1930. 
The following abstracts are abstracted from ‘‘The Cancer Review: A 
Journal of Abstracts,’”? by kind permission of the British Empire Cancer 
Campaign. 


The malignant cell. W.C. MacCarty. Jour. of Cancer Res., 1929, 13, pp- 

167-172; 3 figs. 

In the opinion of the author all malignant cells arise from the regenera- 
tive cells of normal tissue, and single malignant ceils can be recognized by 
certain definite characteristics (which are not very precisely defined nor 
very clearly separable from those of formal celis) in fresh unfixed and 
unstained material if oi1-immersion lenses are used. H, J. B. Fry. 


Chromosome studies on cancer cells cultured in vitro. R. GOLDSCHMIDT and 
A. FISCHER. Chromosomenstudien an Carcinomzellen in vitro. Zeits. f. 
Krebsforsch., 1929, 30, pp. 281-285. (Kaiser Wilhelm Institut fiir 
Biologie, Berlin-Dahlem). 

The investigation was made as a preliminary test of the validity of 

Boveri’sitheory which explains cancer as the result of a change in the 

chromosome constitution of the cell. The observations were made on cells 
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of mouse carcinomas (Ehrlich’s strain and spontaneous mammary tumours) 
which were cultured in vitro. For the normal number of chromosomes the 
figure of 40, which has been given by recent authors, is accepted. In the 
great majority of the malignant cells the number is smaller than 40. The 
figures most frequently obtained lie between 32 and 36, but counts as low 
as 24 have been made. In some preparations large cells were found with an 
abnormally high number. The exact numbers could not be determined, 
but they are estimated to lie around 80. These abnormalities in the number 
of chromosomes are not due to abnormal mitoses, for the great majority 
of mitoses were found to be normal. ‘‘Among the hundreds of mitoses 
examined only two abnormal ones were found, both tripolar.’’ 

The paper is illustrated by good microphotographs, but no drawings 
are given of the mitoses on which thé counts were made. It is pointed 
out that the results may be interpreted as confirming Boveri’s theory, but 
that the chromosome abnormalities might also be interpreted as being 
secondary changes resulting from the abnormal metabolism of the malignant 
cell as demonstrated by Warburg. (See, however, the recent paper by 
Evans and Swezy on chromosomes in human cancer, Cancer Review, 1930, 
5, Abstract 452). 


W. Cramer. 


Pathogenesis and etiology of tumours. Kk. WINKLER. (Die verjleichende Path- 

ologie der Geschwiilste. Ergebn. d. Biol., 1929, 5, pp. 692-796. 

In this long paper, which is accompanied by an extensive bibliography, 
the author first reviews and compares the pathology of tumours occurring 
in man and the lower animals. He deals in this section of the paper with 
four groups of tumours—(1) those arising from epithelium and (2) from 
connective tissue, (3) inelanoblastomas, (4) teratomas. He summarizes the 
more important results of experimental carcinogenesis, and discusses in 
detail the questions arising from the transplantability of the Rous tumour 
by means of cell-free filtrates. His attitude is for the most part impartial 
and non-critical, and he rarely gives his own opinion on controversial 
subjects, his aim being simply to provide a collective review of the available 
literature on the pathogenesis of tumours. As such it will be most useful, 
though by no means complete. F. Cavers. 


A new lead preparation for the treatment of cancer. H. J. ULiMAN. Radiology, 

1929, 13, PP. 494-495. 

The author has made previous reports on the preparation and use of an 
orthophosphate of lead for the treatment of eancer.. He now mentions, but 
does not describe, the preparation of a lead-calcium phosphate which 
iinproves the blood-picture even more when injected. ‘‘The effect on 
carcinomata is apparently as great as with other lead preparations.” A 
case of post-operative recurrence of a cancer of the cervix is described. 
The patient had three injections of lead-calcium phosphate plus a heavy 
dose of radium and eventually made a good recovery. The author cites 
this case ‘‘not as a cure for cancer, but to show that the new preparation 
has essentially the same effect as the other lead compounds.” 


P. J. Kerley. 
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Pituitary anlage in the embryoma of the coccyx. A. PEyRoN. Sur la ébauches 
hypophysaires dans un embryoma du coccyx. C. R. Soc. de Biol., 1929, 
102, PP. 934-935; 1 fig. (Fathological Laboratory, Cancer Centre, 
Marseilles). 

Short description and figure. It is stated that this is the first case of 

a pituitary anlage in an embryoma recorded in the literature. 

W. Cramer. 


Statistics of uterine cancer. Y. KANKI. Japanese Jour. of Obstet., 1929, 12, 

pp. 12-20. 

The author states that analysis of the Kyoto records of uterine cancer 
shows no relation between number of pregnancies and carcinoma of the 
uterine cervix. The age at which signs and symptoms of cancer were 
most frequently observed was 44}; years. Of the two chief histological 
types of cervical cancer, the spinal cell type was more frequently found 
in younger patients, more often aflected the regional lymph nodes and 
less often the connective tissue, and was more liable to recurrences, than 
the fat spindle-cell type. F. Cavers. 


Mineral content of blood serum in malignant and benign tumours. A. SCHEPE- 
TINSKY and Karirin. Der Mineralbestand des Plutes bei malignen und 
benignen Tumoren. Arch. f. Gyndkol., 1929, 36, pp. 379-387. (Lenin- 
grad). 

According to the chemical substances dealt with, the authors’ findings 
in 60 cases of fibroma and 60 cases of carcinoma of the uterus are set forth 
as follows: (1). Calcium.—-In patients with uterine fibroids the Ca-content 
of the blood serum is practically the same as in healthy women, though in 
a few cases it was slightly higher. Removal of the tumour was followed 
by.a slight increase, but not beyond the upper limit of the normal. In cases 
in which the Ca-content was above normal, operation was followed by a fall 
to normal. In carcinoma cases the Ca-content was found to be nearly 
normal, and in a few cases lower than this. (2) Potassium.—In the fibroid 
cases the average K-content mostly fell within normal limits; in about 
one-third it was somewhat lower; and aftcr operation it always showed 
an increase when it had been previously subnormal. In carcinoma also it 
was mostly normal, though in 40 per cent of cases it was somewhat below 
this. (3) Inorganic phosphorus.—In fibroma this was mostly within normal 
limits, and after operation increased to normal “when it had been lower 
before (owing to loss of blood). In carcinoma the P-content was distinctly 
raised in 70 per cent of cases. (4) Sodium and chlorine fell within normal 


limits in both fibroids and carcinomas. F, Cavers. 


The hydrogen-ion concentration of the blood in cancer. J. Erra, R. REDING and 
A. SLossE. Comparaison entre les méthodes colorimétiques et électro- 
métriques de mesure du pH sanguin, le pH du sang total et du plasma. 
C. R. Soc. de Biol., 1930, 103, pp. 24-26. (Instut Solvay, Brussels). 
Reding and Slosse have found previously by the colorimetric method 

that the hydrogen-ion concentration of the blood in cancer patients is 

changed towards the alkaline side. Other workers using an electrometric 
method and working with whole blood have not confirmed these findings 
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(see the Cancer Review, 1929, 4, Abstracts, 15, 1396). The present com- 
munication contains a summary of the results of observations in which the 
influence of various factors (dilution, oxalation, time) has been studied. 

It is argued that electrometric measurement must be made in plasma 
and not in whole blood. The figures obtained with the electrometric 
method on undiluted oxalated plasma agree closely with those obtained 
by the colormetric method on diluted (1:20) oxalated plasma. The 
results are therefore taken as confirming Reding and Slosse’s previous 
observations. W. CRAMER. 


The sedimentation test and the prognosis of cancer of the uterus. P. GOoLp- 
SCHMIDT-FURSTNER. Die prognostische Bedeutung der Senkungsgesch- 
windigkeit beim Carcinomata uteri. Zeits. f. Krebsforsch., 1929, 30, 
pp. 241-250. (Gynecological Clinic, University, Freiburg). 

From observations on the sedimentation test in a number of cases of 
uterine cancer, it is concluded that this test is of prognostic value. The 
technique of the test is given and the results are represented in a number 
of graphs, the interpretation of which is discussed in detail. 

: W. Cramer. 


Tumours of the uterus. C. STERNBERG. ‘Teratoide Geschwulst in einem 
extirpierten Uterus. Centralb. f. allgem. Pathol., 1929, 46, p. 283. 
(Society of Pathological Anatomy, Vienna.) H. THALER. Ueber Uterus- 
lipome. Arch. f. Gynidkol., 1928, 134, pp. 350-352. (Gyneecological 
Clinic, University, Vienna.) H. Naujoxs. Zur klinischen Bedeutung 
derTotalnekrose in intramuralen Myome. Zeits. f. Geburtsh. u. Gynékol., 
1928, 93, pp. 211-228. H. Katz. Drie Falle von Krebs des Gebarmutter- 
k6rpers im Uterus myomatosus. Zentralb. f. Gyndkol., 1929, 53, pp- 
232-235. L. Puccronr. L’adenoma del corpo uterino. Riv. Ital. di 
Ginecol., 1928, 8, pp. 174-190. (Gynecological Clinic, University, 
Florence.) D. DEN Horp. Carcinoma corporis uteri. Nederl. Tijds. v. 
Geneesk., 1928, 2, pp. 4654-4661. (Leuuwenhoekhuis, Amsterdam.) 
MERIEL and Lapasset. Cancer du corps utérin et kyste intraligamentaire 
cancéhisée. Bull. Soc. Obst. et Gynécol., 1928, 17, pp. 326-327. J. 
GaGEY. Discussion sur le cancer du col aprés hystérectomie supra- 
vaginale. Ibid., pp. 204-207. A. STEIN. Cervical stump carcinoma 
following supravaginal hysterectomy. Amer. Jour. of Surg., 1929, 5, pp- 
340-344. G. Tesauro. Cancer du col de l’utérus sur moignon d’hystér- 
ectomie subtotale. Gynécol. et Obst., 1928, 18, pp. 228-249. E. KEHRER 
and H. O. NEUMANN. Uteruskarzinomexstirpation bei einem 11% jahrigen 
Kind. Monats. f. Geburtsh. u. Gynikol.’, 1929, $1, pp. 68-75. (Gyneeco- 
logical Clinic, University, Marburg.) G. GELLHORN. Syphilis and 
cancer of the uterus. Amer. Jour. of Syphilis, 1929, 13, pp. I-29. 
AUDEBERT and GALY-GASPARROU. Cancer du col et grossesse ; accouche- 
ment spontanée; curiethérapie et radiothérapie dans les couches. Bull. 
Obst. et Gynécol., 1928, 17, pp. 328.-330. C. KarG. Schwangerschaft 
nach und bei Gebarmutterkrebs. Monats. f. Geburtsh, u. Gyndkol., 
1928, 78, pp. 264-270. A. FoRNERO. Intorno ad un caso di carcinoma 
della cervice uterina con metastasi multiple e ramollimento di corpi 
vertebrali. Riv. Ital. di Ginecol., 1928, 7, pp. 293-312. J. W. BRIDE. 
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A large fatty tumour of the uterus. Jour. of Obst. and Gynecol. Brit. 
Empire, 1929, 36, pp. 83-86; 3 figs. P. Borowski. Ueber maligne 
Adenomyome der Uterus. Zeits. f. Geburtsh. u. Gyndkol., 1929, 95. pp- 
311-328. M. UppstroMER. Beitrage zur Frage des gleichzeitigen 

Vorkommen von malignem Tumor und Myom des Uterus. Acta Obstet. 

Scand., 1929, 8, pp. 112-130. I. C. ScHAFFEY. Carcinoma of the cervix 

i a woman 22 years of age. Amer. Jour. of Obst. and Gynecol., 1929, 

18, pp. 882-883. VioLeT. Cancer du col développé trois mois aprés une 

aiputation du col dont les fragments avaint été examinés histologique- 

ment. Presse Méd., 1929, 37, pp. 1351-1382. J. P. TouRNEUX. Pyométrie 

au cours d’une épithélioma du corps utérin. Ibid., p. 1014, 

Sternberg reports a case in which a large stalked polypoid tumour was 
found attached to the uterine fundus in an old woman, and was removed. 
Histological examination confirmed the diagnosis of teratoma already made 
from curetted material; it contained cords of squamous epithelium, islands 
of cartilage and bundles of smooth muscle fibres. 

Thaler describes two cases of lipoma of the uterus. (1) Very large 
tumour extending beyond the umbilicus and consisting of mixed connective 
and. adipose tissue. (2) Tumour of cherry size, found accompanying a 
carcinoma of the cervix. These tumours, of which the author could find 
only five previous records, are regarded as being developed from dislocated 
eminbryonic fatty tissue of the broad ligament. 

Naujoks discusses some problems of diagnosis and treatment presented 
by intramural uterine myomas that have undergone extensive necrosis. 
This process is neatly always accompanied by fever due to sepsis, and 
a chracteristic symptom is cramp-like pain probably due to embolism. 
Radical operation gives good results, though extra precautions against 
infection must be observed, and the author advises that before X-ray 
treatment of myomas is started the patient should be kept under careful 
clinical observation for several days in crder to make sure of the absence 
of necrotic degeneration with the consequent risk of X-ray injury and 
perforation. 

Katz describes three cases in which the patient was given X-ray 
treatment for uterine myomas and in which carcinoma subsequently 
developed in the uterine body. (1) A woman of 51 had ten years previously 
been given X-ray treatment, had been amenorrhceic for six years, and then 
began to have slight irregular bleeding; finally she came to hospital 
because the bleeding was accompanied by urinary frequency and an 
abdominal swelling. At operation the enlarged uterus was found to contain 
three interstitial myomas. The mucosa was thickened throughout and was 
papillomatous at the fundus; histologically an adenocarcinoma of unripe 
type; patient well two years after operation. (2) A woman of 50 was given 
X-ray treatment for four years for interstitial myoma with metrorrhagia; as 
the latter did not cease, the uterus was removed and showed, besides a 
myoma, necrotic carcinomatous masses which in places had penetrated the 
musculature; well one year after operation. (3) A woman of 63 had X-ray 
treatment for myoma 13 years previously; hamorrhage ceased and the 
patient was apparently quite well for ten years, then bleeding began again, 
with discharge containing abundant hemolytic, streptococci; after repeated 
lactic acid douches the bacteria disappeared, and operation revealed in the 
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much enlarged uterus a fist-sized polypoid papillary adenocarcinoma, besides 
numerous myomas. 

These cases show that corporeal carcinoma is of fairly frequent occur- 
rence in myomatous uteri, that myomas may persist for years after X-ray 
irradiation in a practically unaltered condition, and that women with 
myomas should either be operated upon or if given X-ray treatment should 
be kept under observation or warned to seek advice at the first appearance 
of renewed haemorrhage or other symptoms. 

Puccioni gives a detailed account of uterine adenomas, based on 23 cases 
observed in his clinic at Florence. In ten cases the adenoma had the form of 
diffuse endometrial hyperplasia, in one it formed a polyp, in seven there were 
both generalized hyperplasia and polyps, and in the other five the microsco- 
pic form had not been described in detail by the pathologist. Histologically 
the author distinguishes two types, one consisting of numerous more or 
less dilated glands lined by cylinderical or cubic epithelium, while in the 
other the epithelium forms numerous pseudopapillary projections into the 
lumen. In two cases a transition from adenoma to carcinoma was found. 

According to den Hoed the Amsterdam records show that cancer occurs 
once in the uterine body for every 20 cases of cervical cancer. In five out 
of 11 inoperable cases radium and X-ray treatment gave good results, three 
of the patients being aiive and well for over five years. 

Mériel and Lapasset describe an unusual complication of cancer of the 
uterine body, in which a cancerous cyst had been formed by lymphatic 
invasion between the layers of the broad ligament and had completely 
surrounded the uterus itself. 

After referring to the paper recently published by Laborde and Roques 
(see the Cancer Review, 1929, 4, Abstract 191), Gagey, who has investigated 
the records of 729 cases, states that he has found 25 in which carcinoma 
appeared in the cervical stump after superavaginal hysterectomy, i.e., an 
incidence of 3.45 per cent. 

Stein reviews some of the records of cervical stump carcinoma following 
supravaginal hysterectomy and reports two new cases. In one the 
operation had been performed for fibroma, in the other for adnexal inflam- 
mation. In view of the relative rarity of such cases the author considers 
that there is no need to give up supravaginal hysterectomy, which has the 
advantages of involving much lower mortality and morbidity, of conserving 
the full length of the vagina, and of maintaining support of the pelvic 
floor: 

Tesuro states that at the Broca Hospital, between 1919 and 1928, nine 
cases of cervical stump cancer were seen out of 1864 supravaginal amputa- 
tions. Eight of these cases were seen at 1g, 15, 12, 11, nine, eight, seven 
and three years respectively after amputation. In the ninth case, seen ten 
months afterwards, the cervical cancer probably existed but was not 
detected at the time of operation. None of these cases was amputated for 
cancer (six for adnexal inflammation, one for ovarian cyst, two for myoma). 

Kehrer and Neumann give a summary, from the available literature, 
of the types of malignant growth that have been found in the genitalia of 
girls before the age of puberty. These include malignant tumours of 
ovary and tubes, sarcoma and carcinoma of vulva and vagina, ‘“grape-like”’ 
sarcoma of vagina and cervix, ordinary sarcoma of portio, and sarcomas 
and carcinomas of the uterine body. The authors describe a case of corporeal 
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carcinoma in a child of 15 months, who seven days after operation died from 
peritonitis due to bursting open of the wound. Histological examination 
showed the tumour to be a true carcinoma with a prepondrance of unripe 
cells and a sarcoma-like stroma. 

Gellhorn discusses various statements found in the available literature 
regarding the relation between syphilis and cancer of the uterus, with 
special reference to cases in which uterine cancer had apparently arisen 
from gummatous tissue or had appeared some years later on the site of 
healed syphilitic lesions. 

Audebert and Galy-Gasparrou describe a case of cervical cancer diagnosed 
during pregnancy. After labour, which was obstructed but did not 
necessitate instrumental aid, the tumour grew with alarming rapidity, 
evidently attributable to the obstetric trauma, but was alleviated by radium 
and X-ray treatment. 

Karg gives tabulated summaries of cases recorded in the available 
literature as exhibiting concurrence of pregnancy and uterine cancer. In 
five cases of cervical cancer treated with radium there was spontaneous birth 
with apparently normal children. The author considers that in these cases 
radium treatment is at least as beneficial to the mother as operation, and 
apparently does not injure the foetus at all frequently. 

In Fornero’s patient, a multiparouus woman of 33 complaining of 
heemorrhage at coitus which ordinary measures failed to check, the portio 
was amputated. A few months afterwards she returned complaining of 
pain in the sacral and left lumbar regions, attributed to a fall. The left 
supraclavicular glands were found to be enlarged, and X-ray examination 
showed an abnormal shadow in the fifth lumbar vertebra. Soon after there 
set in bowel disturbances, fever, left-sided scoliosis and increasing pain on 
movement. The Wassermann test was negative; there was no family or 
personal history of tuberculosis. The patient died, and necropsy showed 
numerous metastases in the spine, lungs, diaphragm, kidney and various 
abdominal lymph glands. There was carcinomatous infiltration of the left 
vaginal fornix, reaching the broad ligament and left ovary. All these 
metastases had arisen from a primary cervical carcinoma. Those in the 
vertebrae had obscured the clinical picture and to a large extent prevented 
recognition of the primary tumour during life. 

Bride describes a tumour removed by supravaginal hysterectomy on 
a diagnosis of fibromyoma and found on examination to be a large globular 
inass of eight inches diameter, weighing nine pounds. Histologically it 
showed large diffuse areas of fat cells interspersed by long bands of white 
fibrous tissue, also well-defined areas of muscle tissue. The author thinks 
the tumour was originally a fibroid, in which fatty change occurred by a 
process of degeneration or infiltration, and he reviews the available litera- 
ture (ten references) on these tumours, of which Schleussner in 1921 could 
find only 17 recorded cases. 

Borowski describes two cases. (1) Woman of 55 with three walnut-sized 
tumours in the uterine fundus and secondary growths in the serosa of the 
bowel and in the parietal peritoneum ; death after exploratory laparatomy. 
(2) Woman, also aged 55; eight years previously the uterus and adnexa 
had been extirpated for carcinoma; tumour of duck’s-egg size in pouch 
of Douglas, extending into and nearly filling the bladder. In both cases 
the tumours were malignant adenomyomas, In Case 1, only the epithelial 


’ 
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portion showed histological malignancy, and the metastases were carcino- 
matous; histological diagnosis, myoadenocarcinoma. In Case 2, both 
tissues were malignant (carcinomyosarcoma). The author thinks that these 
malignant adenomyomas arise from embryonic rests of endometria and 
muscular tissue. 


Uddstrémer cites statistics of the occurrence of malignant degeneration 
of uterine myomas in which the figures vary from none to ten per cent. 
At the Lund University Gynecological Clinic goo cases of uterine myoma 
were operated on between 1905 and 1926. Of these, 769 were examined 
histologically and definite malignancy was found in 15 cases (two per cent) : 
14 carcinomas and one sarcoma. During the years 1919 to 1922 there were 
three per cent, and during the years 1923 to 1926 there were none, of these 
cases. Hence the author concludes that the figures for short periods may 
give very varying results; he also thinks that when larger percentages have 
been reported there have probably been included cases showing only slight 
presumptive evidence of malignant change, e.g., unusual richness in cells 
—such cases should not be regarded as actually malignant and are not 
included in the Lund figures. 


Clinical diagnosis of these cases is usually very difficult. Pre-operative 
diagnosis was made in only one of the 15 cases, owing to signs of cachexia. 
In two cases malignancy was recognized during operation. Features observed 
at operation which gave rise to suspicion of malignancy (verified on histo- 
logical examination) included dilated veins on the surface of the tumour 
(three cases), bluish-red colour (three cases), soft brittle consistence (two 
cases) ; while the cut surface of the tumour showed, in cases of malignant 
change, softening and swelling (three cases), varied coloration and cedema 
(one case), and cystic degeneration (one case). Myomas should always be 
sectioned after removal during operation. The author points out that 
malignant change in myomas should be suspected when at or after the 
menopause a uterine tumour either appears for the first time or, if pre- 
viously noticed, begins to grow more rapidly, whether accompanied or not 
by heemorrhage. 

Scheffey’s patient, a woman of 22, attended hospital on account of 
continuous foul bloody discharge with passage of tissue-like material from 
the vagina. Four months previously she had been delivered spontaneously 
of her third child. There was a large friable bleeding cauliflower-like 
growth arising from the cervix, almost filling and markedly distending the 
vagina. The histologial report was squamous-cell carcinoma. The large 
mass was excised, its base cauterized, and 125 mgrm, of radium implanted 
in the remnant of the cervical canal and around the periphery of the growth 


for 36 hours; good healing; patient in good health when seen nine months 
later. 


Violet describes a case in which the uterus was amputated on account 
of chronic fungating cervical metritis. Cancer was suspected, but was 
negatived both clinincally and after macro- and microscopic examination 
of the removed tissue. Three months later an undoubted epithelioma 
appeared on the posterior lip and hysterectomy was performed. The author 
does not believe that an undetected cancer existed at the time of the 
first operation, but believes that the surgical trauma led to neoplastic 
change in inflammatory tissue. 
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Torneux reports a case in which a woman of 4o was found to have an 
enlarged uterus containing fibroids, with a history of metrorrhagia for over 
two years. The cervix was soft and the discharge purulent as well as 
hemorrhagic. Hysterectomy revealed a fibromatous uterus, with a 
carcinoma of the lower segment which had by its growth partially obstructed 
the cervical canal and so contributed to the development of pyometra. 

F. Cavers. 


Surgical treatment of carcinoma of the cervix. V. BONNEY. Lancet, 1930, 1, 
pp. 277-282. (Middlesex Hospital, London). 

This paper records the author’s experience of the Wertheim operation 
for excision of the uterus over a period of 23 years. 

Of the 382 Wertheim operations he has carried out, 284 were performed 
by the end of 1924, and this number of cases is available for examination 
on the basis of five years freedom from recurrence. ‘The general results in 
this series were as follows :— ; 

Died of operation sae aelh s eai) monk 47 (16.5 per cent) 
Recurrence before five years... ... ... 107 

Lost sight of before five years ... ... 0... 12 

Died of other diseases ia five years 

Well at the end of five years 


The importance of glandular involvement from the point of view of 
prognosis is shown in the following table, which compares the end-results 
in 124 Cases in which the regional.lymphatic glands were cancerous with 
160 which were free from glandular metastases :— 


Glands Glands 
Free Involved 
Died of operation... . fia. ates 28 
Recurred before five years piso ek Hotes 60 
Lost sight of ; 
Died of other diseases 
Five-year survivals peaeih cage. aiehe 29 


124 


The absolute cure rate, i.e., the proportion ‘of five-year survivals to the 
total number of cases presented to the surgeon, is dependent on the pro- 
portion of cases the surgeon considers operable. The author has estimated 
his operability rate at 63 per cent and given the following table to express 
the percentage of absolute cures. 
Absolute 
Cases Cases Five-Year Cure rate 
Seen Operated Survivals (per cent) 
No deductions i 450 284 110 24.4 
Deducting cases -lost sight res 
and died of other diseases ... 430 264 110 25-5 
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These results are approximately the same as or perhaps a trifle better than 
those published by other surgeons who have been expert in this operation 
and have published a long series of cases, and they are better numerically 
than any results yet claimed for the radium treatment of cancer of the 
cervix. C, E. Dukes. 


Indications for radium therapy of cancer of the uterine cervix. GAGEY. A propos 
des indications de la curiethérapie dans le cancer du col de l’utérus. 
Presse Méd., 1929, 37, p. 998. (Soc. de Méd., Paris.) 

The author considers that (1) advanced cervical cancers are best treated 
by radium alone, without surgical intervention ; (2) in early cases operation 
and radium therapy give about equally good results; (3) in intermediate 
cases it is very doubtful whether surgical measures increase the percentage 
of five-year cure. Statistics regarding the results of treatment of the inter- 
mediate cases by surgery, radium, and combinations of these, are particu- 
larly inconclusive because, in the author’s opinion, this group includes 
growths differing widely in malignancy, and we have at present no reliable 
means of determining the degree of malignancy either clinically or micro- 
scopically. F. Cavers. 
Results of radiotherapy for cancer of the uterine cervix. S. LABORDE and Y.-L. 

WIckHAM. La radiothérapie du cancer du col de l’utérus au Centre 

anticancéreux de la Banlieue parisienne. (Villejuif). Statistique des 

années 1921-4 1926. Bull de l’Assoc. franc. pour l’Etude du Cancer, 1930, 

18, pp. 606-625. 

The following table illustrates the results of the treatment of cancer of 
the neck of the uterus at the Centre anticancéreux de la Banlieue parisienne 
(Villejuif) for the years 1921-1926 :— ; 


No. of Cases | oe | 

| Living and aa | Dead of | 
: Treated, | 5 +e | Living | | Lost 
Years all Histo- | — Pp ype Deaths | but not | ,Znter- Sight 
logically Fe 4 4 | oO! 


‘ | Cnrrent | 
Confirmed | 1929 | Cured | Disease | 


eee OS ares: RN 


Percentage | 
Wo. of cures | 
2 18.1 | 9 
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Radium treatment of uterine cancer during pregnancy. A, Lonco. Sul trat- 
tamento del carcinoma del collo dell’ utero in gravidanza mediante la 
radiumterapia. Rinasc. Med., 1929, 6, pp. 184-195. (Institute of Obstet- 
rics and Gynecology, University, Messina). 

Case in which a cherry-sized nodule was found on the posterior lip of the 
cervix during the fifth month of pregnancy and after being excised proved 
to be a squamous-celled carcinoma. A 30-mgrm. radium tube was applied 
for four days. Pregnancy proceeded normally and a normally developed 
child was born. From this case and similar cases found in the literature 
the author concludes that when fairly early carcinoma is discovered during 
pregnancy radium treatment is preferable to operation. F. Cavers. 


Etiology of ill health in children born after maternal pelvic irradiation. I,. GoLp- 
STEIN and D. P. Murpuy. Amer. Jour. of Roentgenol., 1929, 22. pp. 
323-331: 

More and more reports are coming to hand of the danger of infantile 
deformity from post-conception irradiation, and now that pelvic irradiation 
is becoming such a frequent method of treatment this paper is of great 
importance. The authors have investigated in great detail 75 cases of 
children born. after post-conception irradiation. Ill health in 10 cases is 
attributabed to parental influences or accidental causes, but 28 manifested 
physical or mental deformities which could not be attributed to parental 
influences, accidental affections or causes other than irradiation. Of these 
28 children, 20 suffered from severe disturbances of the central nervous 
system, 16 of them being microcephalic idiots. The remaining eight children 
had other serious disturbances of health and development, in all probability 
due to irradiation. The similarity of these deformities and the infrequency 
of microcephaly in the general population strongly point to the irradiation 
being the cause of these abnormalities. It would appear that the risk is 
greater, the later in the pregnancy the treatment is administered. Three 
children irradiated in utero after the fifth month were all deformed, two 
having microcephaly and one hydrocephalus. The aithors can make no 
statement as to the relation, if any, between the amount of radiation and 
the severity of a subsequent defect, but diagnostic irradiation is apparently 
safe. Radium and deep X-rays are equally dangerous. 

The inference from this article is that abortion should always be induced 
before pelvic irradiation. Most workers expect abortion automatically to 
follow applications of deep X-rays to the uterus or the trauma of radium 
in the cervix, but experience has shown that it requires enormous doses of 
X-rays to cause abortion, nor does expulsion of the foetus always follow 
the introduction of radium into the cervical canal. FP, J. Kerley. 


Rectal stenosis following radium treatment of uterine cancer. G. JEANNENEY 
and C. WANGERMEZ. Sténoses cicatricielles du rectum consécutives au 
traitment curiethérapique pour cancer du col utérin. Jour. de. Méd. de 
Bordeaux, 1929, 106, pp. 461-464. 

The authors report six cases in which women treated by radium for 
cervical cancer later showed symptoms of chronic cicatricial proctitis; in 
three there was slight and in three severe stenosis of the rectum. They 
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believed that these post-radium rectal stenoses probably occur in about five 
per cent of cases, and they have studied these lesions carefully with special 
reference to (1) their diagnosis from carcinomatous recurrences and (2) their 
treatment. The development of these stenoses falls into three periods— 
(1) that of acute proctitis with pain and tenesmus; (2) that of chronic 
proctitis, with less pain and tenesmus but increase of mucopurulent dis- 
charge and thickening of mucosa; (3) that of stenosis, with defscatory 
troubles, alternating constipatior and diarrhoea, and palpatory and recto- 
scopic finding of a more or less extensive annular or funnel-like stricture. 
Rectoscopically the lesion is distinguished from neoplastic extension by the 
symmetry and smoothness of the stricture with its centrally placed orifice 
and the healthy-looking mucosa; in doubtful cases biopsy is necessary. In 
the first stage treatment consists in giving asprin, douches and hot fo- 
mentations; in the second stage, dilatation by bougies; while in cases of 


severe stricture, with grave general condition of health, an artificial anus 
is made. 


As to the pathogenesis of these lesions the authors think that it is not 
so much a matter of using an excessive dosage of radium as of accidents 
occurring to the applicators used. They place in the cervical canal a sound 
with three tubes in tandem, and in the right and left culs-de-sac a vertical 
applicator. The former are liable to be displaced slightly and the latter to 
become hirizontal if the patient is restless or strains herself, or has attacks 
of cough, etc., with the result that, even though displacement has been 
of short duration, the rectum receives a damaging amount of radiation; it 


is by no means easy to prevent such displacements. F. Cavers. 


Vol. v, No. 6, 1930. 

Influence of pregnancy on growth of transplanted carcinoma in mice. E. BARBANTI- 
Sttva. L/influenza della gravidanza e del puerperio sullo svillupo dell’ 
adenocarcinoma sperimentale. 
980-999. 

The author describes experiments made on young female mice grafted 
with Ehrlich adenocarcinoma. As compared with non-pregnant control 
animals, in the mice which were or became pregnant the tumour grew 
slowly or remained stationary during the actual pregnancy. It is sated 
that as early as seven to nite days after parturition the tumour began to 
grow at the normal rate. The author sugests that the restraining influence 


of pregnancy is due to the suspension during this period of the stimulating 
action of the ovaries. 


Ann, di Ost. e. Ginecol., 1929, 51, pp. 


F. Cavers. 
Observations on the origin of sacrococygeal tumours. A. Hamant, L. Cornm, 
and M. Mosincer. Considérations pathogéniques sur les tumeurs sacro- 
coceygiennes. Bull. de l’Asosc. frang. pour l’Etude du Cancer, 1930, pp. 

752-787. 

The three authors of this paper have collaborated in writing a critical 
review of the pathogenesis of sacrococcygeal tuinours. The development of 
the caudal region and the different faults which might give rise to tumours 
are discussed at length. In a subsequent paper the authors promise to 
attempt an anatomical-pathological classification, The present paper 
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quotes the views of many other writers on this controversial subject but 
gives no references, an omission which it is hoped will be remedied in the 
promised continuation. C. E. Dukes. 


Chordoma of the sacrum. GG. Harter. Chordom des Kreuzbeins. Duet. 
Zeits. f. Chir., 1929, 219, pp. 357-361; 3 figs. (Gynecological Clinic, 
State Hospital, Vienna). 

A woman of 65 had for several years suffered from chronic constipation, 
which had during the past few weeks become much worse. The uterus 
was small, anteflexed and anteposed, being pushed forward by the double 
fist-sized firm elastic tumour which filled the pouch of Douglas and was 
diagnosed as an ovarian tumour. The mass was found at operation to 
arise from the anterior wall of the. sacrum, but in view of the patient’s 
cyanosis due to fatty heart, its radical removal was not attempted. The 
patient died two days later from peritonitis. Histologically the tumour was 
a typical chordoma. F. Cavers. 


Thyroid tissue tumours of the ovary. G. L. Morncu. Surg., Gynecol. and 

Obst., 1929, 49, pp, 150-159; 11 figs. 

The author gives full macroscopic and microscopic reports of three cases 
of ovarian tumours containing thyroid tissue. In one of these he believes 
the thyroid tissue was actually functioning. He denies Bauer’s assumption 
that cases of struma ovarii are really pseudo-mucinous ovarian cysts or 
even cystadenomata at all. They are teratomata, perhaps not so rare as 
commonly supposed, but extremely rare as far as actual functioning of the 
thyroid tissue is concerned, this being only the second tumour described 
in the literature in which the assumption of functionally active thyroid 
tissue in an ovarian teratoma seems really justified. 

W. T. Warwick. 


Relation between cancer and blood-pressure. F. ROSENFELD. Blutdrucksenkung 

als Friihsymptom eines inneren Carcinoms. Med. Klin., 1929, 25, p. 871. 

P. FELDWEG. Krebs und Blutdruck. Miinch. med. Woch., 1929, 76, pp- 

2005-2007. (State Gynecological Clinic. Stuttgart). 

Rosenfeld states that during the last 23 years he has noted in 
numerous cases (1) a progressive fall in the blood-pressure in cases of early 
or at any rate not very far advanced cases of carcinoma of various internal 
organs, (2) a rise in pressure after operative removal of the tumour, (3) a 
fall when recurrence or metastases cccurred later. He gives details of 
two cases and believes that this fall in blood-pressure may assist in the early 
diagnosis of cancer. 

Feldweg, working ‘in the same clinic, summarizes, with three tables, 
his findings in 93 cases of cancer of the female genital organs. In each 
case the blood-pressure was determined before, during and after treatment, 
and the cases were kept under observation from one to two years. Appar- 
ently the method of treatment (surgery alone, X-rays or radium alone or 
preceded by surgery) made no difference, and the author is convinced that 
in every case the blood-pressure curve is of great prognostic importance 
and indicates whether the growth has been cured or is still progressive. 

F, Cavers. 
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Action of X-rays and of calcium on cancerous tissue. W. A. MAGATH and M. 
J. KoLomijEetz. Weitere Versuche iiber die Beziehungen zwischen der 
R6éntgenstrahlen- und der Caleciumwirkung auf Krebsgewebe. Zeits, f. 
Krebsforsch., 1930, 30, pp. 457-472; 3 figs. (Radiological Institute, 
Kiew). 

In previous papers it has been shown (see Cancer Review, 1927, 2, 
Abstracts 551, 985) that slices of a transplantable mouse carcinoma when 
immersed in vitro in an acid mixture imbibed water. This imbibition by 
acid (‘Saéurequellung’) was greatly diminished by a preliminary treatment 
with a calcium salt solution, while normal tissue when subjected to.a 
similar treatment showed an increased imbibition by acid. Further, it 
had been found that a preliminary exposure to X-rays in vivo inhibited 
the subsequent imbibition by acid in vitro: that is to say, exposure to 
X-rays in vivo had an effect similar to treatment by calcium salts in vitro, 
although the effect produced by X-rays was not so strong. If the irradiated 
carcinoma tissue was treated with calcium salts in vitro and then exposed 
to the acid, the imbibition by acid was increased, instead of diminished 
as is the case for non-irradiated carcinoma tissue. 

The present paper records similar observations with other transplantable 
mouse and rat tumours which confirm these results. Irradiation in vitro 
produces the same effect. The authors discuss these results, but have 
so far been unable to find any adequate explanation. 


W. Cramer. 


Discussion on sarcoma of uterus. W.LaHM. Zur Klinik und Pathologie des 
Uterussarkome. Discssion by GEIPEL, GOEDECKE, BANIEKI, RICHTER, 
GEIPEL, LAHM. Zentralb., f. Gynidkol., 1929, 53, pp. 1984-1986. (Gyne- 
cological Society, Dresden). 

In Lahm’s clinic 14 cases of uterine sarcoma had been seen during the 
previous 12 months. The patients’ ages ranged from 27 to 57, but most 
were from 46 to 50 years old, as in various collected series that have been 
published. Etiologically nothing definite seems to have been established 
as to heredity, number of pregnancies, trauma, etc. In 1908 Veit’s exten- 
sive statistics gave one case of sarcoma to 38 of carcinoma of the uterus; in 
the most recent statistics the relation is 1 :20. 

The 14 cases dealt with were diagnosed histologically as round-celled 
sarcoma (3), spindle-celled sarcoma (3), giant-celled sarcoma, endothelioma 
(2), myxosarcoma, muscle-celled sarcomas or malignant myomas (4). 

Geipel considered that some of these tumours were not true sarcomas 
but cell-rich fibromas, and that other gynzecologists had often lumped 
varied connective-tissue and muscle tumours under the heading of sarcomas, 
hence the frequent occurrence of “‘clinically benign sarcomas’? which are 
probably not sarcomas at all. 

Goedecke stated that the frequent co-existence of uterine sarcoma with 
benign polyps and myomas in Lahm’s cases is quite exceptional among 
recent accounts of similar cases. Clinically preoperative diagnosis of the 
benign or malignant nature of a uterine tumour is often very difficult. 
Such clinical signs of malignancy as rapid growth, pains and bleeding maz;; 
also cecur with histologically benign tumours, 


T 
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Baniecki had recently observed two cases of uterine sarcoma, In ‘one 
the diagnosis was made on histological examination of a small clinically 
benign polypoid tumour of the external os. In the second case there had, 
two years previously, been removed from the right knee a subcutaneous 
nodule which proved to be a melanosarcoma, and when the patient was 
seen again on account of metrorrhagia a large necrotic polypoid mass was 
seen projecting from the external os. This was removed and found to be 
sarcomatous. About a fortnight later metastases appeared in subcutaneous 
tissue of the neck, axilla and breast. These nodules have shown steady 
regression under X-ray treatment. 

Richter raised the question whether there were any certain means of 
telling clinically whether a myoma was undergoing sarcomatous change. 
Bleeding and softening appeared to be uncertain signs. He asked the 
opener of the discussion whether malignant change in a myoma usually 
developed centrally or pheripherally. 

Geipel remarked that a diagnosis of uterine sarcoma should not be lightly 
made, especially in a young woman. He cited a case in which a woman 
of 24 was about to be hysterectomized on a clinical diagnosis of sarcoma. 
He showed several pathologists slides made from biopsy material, and their 
lack of unanimity led him to postpone operation and keep the patient under 
observation. She later bore two children and is now, five years afterwards 
in apparently perfect health. 

Lahm, in conclusion, said that in this interesting discussion the 
subject matter of his opening paper had led to useful criticism, which he 
welcomed and indeed expected. The diagnosis, both clinical and histo- 
logical, of uterine sarcoma was indeed difficult. In one of his cases a 
diagnosis of endothelioma was made from biopsy of a-cervical polyp, but 
at operation a sarcoma was found at the fundus. Uterine sarcomas varied 
greatly in malignancy, many being rapidly fatal while others pursued a 
slow course, especially when treated by radium. In his experience, when- 
ever biopsy of a myoma showed atypical features and destructive growth, 


the removed tumour proved to be sarcomatous. F. Cavers. 


Endometrosis in uterine cornua. M. DouGiass. Surg. Gynecol. and Obst., 


1930, 49, pp. 138-144; 7 figs. (Western Reserve University and Lake Side 

Hospital Chicago.) 

In a study of 12 cases of salpingitis isthmica nodosa the author found 
cornual adenomas in five. Since these can be demonstrated at the time of 
operation is seems unlikely that they arise commonly after salpingectomy 
from implantation or outgrowth of traumatized tubal or uterine mucosa. 
While infection may be a factor in their production, the severity of the 
associated inflammatory process is variable. Adenomatous structures, 
except for parovarian tubules, are seen infrequently in normal uterine 
cornua. The morphology of cornual adenomas varies widely, and response 
to the menstrual stimulus to the extent of bleeding is uncommon. 


W. T. Warwick. 


Primary carcinoma of the Fallopian tube. IL. Le Bare and R. PAtery. 
Epithélioma primitif de la trompe. Gynécol. et Obst., 1929, 19, pp. 286- 
303. E. Bortini. Carcinoma primitiva della tromba associato a fibroma 
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del’ utero. Ann. di Ostet. e Ginecol., 1929, 51, pp- 294-307. E. Scorr 

and M. G. OLiveR. Primary carcinoma of the Fallopian tube. Jour. of 

Lab. and Clin. Med., 1929, 14, p. 429. O. FRANKL. Zur Pathologie und 

Klinik des.Tubencarcinomas. Zvits. f. Geburtsh. u. Gyndkol., 1928, 94. 

pp. 306-318. (Gynaecological Clinic, University, Vienna). J, GITTELSON. 

Zur Histogenese des priméren Tuberkarzinomas. Monats. f. Geburtsh. 

u, Gyndkol., 1928, 79, pp. 53-62. 

Le Balle and Patey found 25 cases of primary tubal carcinoma in the 
available French literature and 104 in that of other countries. They 
describe three new cases; one of their own, two communicated by Douay. 
In the first patient, age 44, the tumour of the ovary (right) was at first 
diagnosed as hydrosalpinx, with serous yellow fluid. As the patient’s 
general health deteriorated, supravaginal amputation was performed, with 
extirpation of the right adnexa and left tube. The ampullary portion of 
the right tube contained a cauliflower-sized tumour, sections of which 
showed all transitional stages between simple papillioma and papillary 
cylinder-celled carcinoma. The patient seemed free from metastases when 
seen 10 months later. In one of Douay’s cases there appeared, soon after 
operation, metastases in the laporatomy scar, the intestine and appendix ; 
in the other case a uterine metastasis was found at operation. Since early 
diagnosis is of the utmost importance, an adnexal tumour, without fever 
and especially when accompanied by the characteristic citron-yellow tubal 
discharge, in women between 40 and 50 years of age should be suspected 
of being carcinomatous and at once operated upon. The paper contains 
a bibliography of the literature referred to. 

Bortini describes a case of primary carcinoma of the right Fallopian 
tube, associated with a fibroma on the right wall of the uterus developing 
in the broad ligament. The tubal growth was found only at operation; it 
had originated in the ampulla and extended thence to the whole of the 
tube. References are given to some other recorded cases of associated tubal 
and uterine tumours. Since the operative prognosis of tubal cancer is very 
bad, the author has for some time made a trial of lead treatment in cancer 
of the tube and other female organs, but the results have not been so far 
encouraging; he is more hopeful regarding postoperative prophylactic 
X-ray treatment. 

In reporting two cases of tubal carcinoma the authors say they have 
only been able to find 199 previous records in the available literature. The 
usual symptoms are discharges, frequent haemorrhagic; pelvic pains; and 
a palpable tumour mass. The growths are practically always adeno- 
carcinomas. Discussion of ‘differential and histological diagnosis. 

Frank] describes a case of tubal carcinoma in which the affected tube 
had, owing to previous inflammation, become attached to the posterior wall 
of the uterus and the carcinoma arising in the tube liad grown through the 
myometrium into the base of the uterine mucosa. 


During the past 20 years the author has seen 12 cases of undoubtedly 
primary tubal carcinoma, four of them bilateral. The patients were mostly 
operated on with a diagnosis of adnexal inflammation or ovarian tumour, 
the correct diagnosis being made after operation. The tubal inflammations 
seemed to be secondary to the cancer. 


In one case there was. extensive 
peritoneal dissemination, but the tubal growth was removed and the 
woman, who has been kept under observation and given intermittent X-ray 





. 
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treatinent, is alive and well more than five years after operation (see the 
Cancer Review, 1929, 4, Abstract 776. 

Gittleson gives a detailed account of the histology of Fallopian tube 
carcinoma, a lesion difficult to diagnose clinically and usually diagnosed 
only after microscopic examination. Its prognosis is almost invariably bad 
on account of its highly malignant character, which is attributed to the 
thinness of the wall of the tube and its unusually abundant lymph vessels. 
In primary tubal cancer the growth is, of course, derived from the tubal 
epithelium, and its cells resemble those of this epithelium in containing 
mucin; but in one case examined the carcinomatous cell groups occupied 
the connective tissue of the mucosal folds, leaving the epithelium itself 
intact, and as these tumour cells contained no mucin the author infers that 
the growth was secondary, being either a metastasis from an ovarian 
carcinoma or perhaps a primary tumour derived from the epithelium of 
Wolffian duct vestiges. F, Cavers. 


Treatment of carcinoma of the vulva. W.STOECKEL. Zur Therapie des Vulva- 
karzinoms. Zentralb. f. Gynékol., 1930, pp. 47-71; 2 col. plates and 

9 text-figs. (Gynzecological Clinic, University, Berlin). 

The author gives a summary of the results of treatment of carcinoma of 
the vulva as reported by various writers, beginning with Lehmann in 1880. 
He gives 39 references to the available literature (i.e., in German journals 
and books). The author cites the various personal and collected series of 
cases in chronological order, and indicates the evolution of increasingly 
radical methods of surgical treatment. He has for several years adopted 
the plan of working from the periphery (lymph nodes) towards the tumour 
itself, removing the whole in one piece. As to end-results, the figures 
available as regards five years of freedom from metastasis are 35.6 per cent 
for operation and 11.9 per cent for irradiation therapy; the latter figure 
is based upon 126 cases published by Bumm, Delporte and Cahen, Heyman, 
Amreich, von Biiben and Déderlein. 

In the past the percentage of recurrences has, in most published series 
of cases, been extremely high, but with more radical operation this has 
fallen considerably. The author urges the importance of using every effort 
to induce patients to return for examination at least twice a year after 
operative or radiological treatment; good results in this direction have 
been obtained by enlisting the help of the police and other local authorities. 
He gives a scheme for recording the clinical, histological, operative, 
postoperative and follow-up particulars of each case, in order that 
published series may form more complete material for the compiling of 
better statistics, especially as to end-results in the future. Excellent illus- 
trations, including, two coloured plates. F. Cavers. 


Parasitic mites as supposed cause of carcinoma. G. AMORMINO. Su di un 
presunto rapporto tra acrie cancro. Arch. per le Sci. Med., 1929, 53, pp. 
241-259. 

It has been stated by Borrel that Psoroptes cuniculi and other parasitic 
mites give rise to carcinoma of the skin. Amormino has made a histo- 
logical examination of the effects of this parasite on the skin of the rabbit, 
where it burrows into the hair follicles and other parts of the epidermis. 
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It produces considerable hyperkeratosis of the epithelium and deformation 
and widening of the follicles, but in no case was atypical epithelial prolifera- 
tion observed. -The author concludes that the lesions described by Borrel 


were of a chronic inflammatory nature. F. Cavers 


Theoretical origin of cancer from inflammation. F. R6pER. Ueber die Entste- 
hung der Entziindung und des Carcinoms. Wien. med. Woch., 1929, 79, 
pp. 682-689. 

Réder’s paper, which occupies more than 15 columns of the Wiener 
medizinische Wochenschrift, does not contain any original observations, 
whatever degree of originality may be claimed for the author’s theoretical 
physiochemical explanation, of (1) the origin of inflammation, (2) that of 
malignant growths from inflammation, and (3) that of metastases from 
malignant growths. Inflammation and ulceration result from an increase 
in the internal cell pressure and in fermentation and oxidation. When 
this pressure reaches a certain point the oxygen can no longer exist in 
the colloidal state (‘‘der kolloidal Zustand des Sauerstoffes unmdéglich ist’’ 
—presumnably this means that the cell colloids which cantain oxygen now 
lose it). The oxidatory metabolism becomes as restricted as in malignant 
tissue, a return to the normal state becomes impossible, and the inflam- 
matory or ulcerated tissue now becomes malignant, the lactic acid pro- 
duced causing the final decisive change by increasing all the abnormal 
processes which have been going on and so bringing about unlimited 
growth of the tumour cells. Finally, metastases arise by setting up the 
same cycle of changes in the tissues in which they lodge; the metastatic 
cells themselves do not grow and produce tumours, but they bring about 
malignant change in the tissues with which they come into contact. 


F. Cavers. 


Carcinoma and lymph-gland metastasis. H. BAuUMECKER. Karzinom und 
Lymphknotenmetastase. Deut. Zeits. f. Chir., 1929, 221, pp. 12-27; 4 figs. 
(Surgical Clinic, University, Greifswald). 

The author compares the pathological changes which occur in lymph 
glands as a result of toxic and inflammatory processes with those observed 
in carcinoma. Frequently in carcinoma, e.g., of the breast, as in a case 
described by him, the axillary glands are enlarged and yet on microscopic 
examination show no carcinomatous cells but only an inflammatory hyper- 
plasia. The histological picture seen in lymph glands in acute lymph- 
adenitis varies according to which of two processes gains the upper hand— 
(1) hyperemia and hyperplasia of the lymphatic tissue, (2) sinus catarrh 
in which the lymph sinus is markedly dilated and the cells of the sinus 
endothelium and reticulum are swollen and proliferated. In the latter the 
endothelial cells lie free in the lumen of the sinus, hence the term ‘‘desqua- 
niative catarrh’”’ has been given to this condition, which the author regards 
as precancerous and induced by metabolic products set free by the primary 
tumour. Other examples are given to show that the regional lymph glands 
may contain very few actual carcinomatous cells, which in some way cause 
the endothelial and reticular cells to undergo malignant change and also 
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metaplasia, i.e., these cells become epithelial elements indistinguishable 
from those derived from the ectoderm and endoderm. The endothelial 
cells of the blood-vessels can undergo a similar change. It will be seen 
that the author’s views are, in part, those put forward recently by Bostroem 
(see the Cancer Review, 1928, 3, Abstract 463). 

F. Cavers. 


The action of radium on the tissues. (G. WatGEN. Morphologisches und 
Kritisches zur Strahlenwirkung durch Radium. Virchow’s Archiv. f. 
pathol. Anat. u. Physiol., 1930, 275, pp. 156-180. (University, Berlin.) 
The author had an opportunity of studying the effects of radium on the 

tissues in four cases of uterine carcinoma; all the patients happened to die 

within a few days of having received treatment with radium. He is critical 
of much which has been attributed to radiation, but is satisfied that within 

24 hours demonstrable changes are present in the tissues, recognizable as 

absence of mitoses in the malignant cells. After five to six days retrograde 

changes are well marked in the form of degeneration of the nuclei of the 
carcinoma cells. He does not admit that the stroma reaction is directly 
due to radiation, but regards it as secondary to changes in the parenchyma. 
irradiation is not without danger in elderly women, whose powers of resis- 
tance to infection are diminished, and there is a particular danger after 
curetting. It is possible also that the destruction of malignant tissue which 
follows successful radiation may be. accompanied by an inundation of the 
body with toxic substances that have a damaging effect on the heart and 


kidneys. ’ C. E. Dukes. 


Radiology as a complete or partial substitute for surgery. J. HEYMAN. Surg. 

Gynecol. and Obst., 1930, 50, pp. 173-178. (Stockholm). 

The paper presents the views adopted as the result of experience at 
Radiumhemmet, Stockholm, regarding the relationship between surgical 
and radiological treatment in cancer of the female pelvic organs. In 
cases of cancer of the cervix radiological treatment is the method of choice. 
Operation should be resorted to only if radiological treatment has failed. 

Operable cases of carcinoma of the body should be operated upon and 
submitted to postoperative irradiation. Regarding the relatively large 
group of border-line cases in which surgical interference is less advisable 
on account of general conditions and technical difficulties, the size and 
shape of the uterine cavity influence the choice between surgical and 
radiological treatment. Radiological treatment is likely to be succe$sful 
if the uterine cavity is narrow and of regular shape, but surgery is preferable 
in cases with a large and irregular cavity. In cases of cancer of the vagina 
surgery ought to be entirely replaced by radiology. For cancer of the 
ovaries an intimate co-operation between surgical and radiological treatment 
is required. Surgery aiming at the removal of the ovarian tumours must 
be first tried. In patients who have had the radical operation as well as 
in those in which radical extirpation was impossible operation must be 
followed by irradiation. In a number of these cases radiological treatment 
will bring about a considerable improvement and in some it may pave the 
way for a subsequent successful operation. 
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In order to be able to substitute radiological for surgical treatment to 
the extent advocated, a radiotherapeutic institution equipped with all 
technical appliances and instruments for thorough comprehensive Roentgen 
and radium therapy is necessary. The clinic must be under the direction 
of well-trained and.experienced radiologists and provided with an adequate 
staff, and the department for following up patients must be well organized. 


W. T. Warwick. 





REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNASCOLOGY. 


The Sections of Obstetrics and Gynecology and of Electro-Therapeutics 
of the Royal Society of Medicine combined on February 21st for a discussion 
on the position of radium in the treatment of Gynzecological conditions, 
with Mr. ARTHUR E. GILES, president of the first-named Section, in the 
Chair. 

Dr. MALcoLM DONALDSON said that knowledge of the action of radium 
was still imperfect, but one outstanding fact was that quickly growing 
cells in an active state of metabolism were far more affected by radiation 
than more stable cells. This direct action of the rays on the cells was 
the basis of all radiotherapy. The question of radio-sensitivity was 
abstruse ; certain tumours disappeared very rapidly, others with difficulty. 
Upon what the difference in radiosensitivity depended, whether on the 
blood supply or the histological structure, was not yet determined, nor 
was it known whether the action of radium was purely direct or was com- 
bined with an indirect action brought about by the surrounding tissues. 
In view of the imperfect knowledge of the fundamental facts involved it 
was not surprising that most techniques were empirical. Although it was 
possible to define dosage as the weight of radium element multiplied by 
the duration of exposure, yet in practice this gave very little information, 
because the intensity of the radiation fell off very rapidly the further the 
radium was from the individual cell. It was obvious that the same amount 
of energy would be received by a cell if 100 mg. were used for one hour or 
1 mg. for 100 hours; therefore merely to state that the patient was treated 
with so many mgrm.-hours did not convey exactly what treatment had been 
given. Even when the several factors in the dosage had been stated, the 
problem of how the dosage should be made up was not solved. From 
clinical observation it appeared that for certain types of growth, particularly 
slow-growing tumours, it was better to apply a small intensity for a long 
time than a large intensity for a short time. The radiological treatment 
of carcinoma of the cetvix had been chiefly conducted by radium applied 
per vaginam. The problem for gynzcologists was how to destroy the 
growing edge of the ttiimour in the deeper parts of the pelvis, and the 
metastases in the glands. When a growth had spread beyond a very 
limited area no application of radium by the vagina alone could possibly 
cure the patient. For this reason X-rays were now employed in many 
centres in the hope of increasing the effective range of the radium. Car- 
cinoma of the vulva required a little more specialized technique. For the 
primary focus needles of an intensity not exceeding 0.6 mg. per cm. length 
should be used, placed at least 15 mm. apart, and the radium left in situ 
from ten to twenty days, but there was not yet sufficient evidence to make 
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the procedure more exact as to length of time. The glands were a much 
more difficult problem, but the columbia wax method of placing the radium 
over the whole inguinal area at a distance from the skin of I cm. was 
probably the most efficient at present available. There was very little to 
be said concerning the radiological treatment of the body of the uterus, 
since most of such cases could be efficiently treated by means of hyster- 
ectomy. When hysterectomy was contraindicated, it would appear that 
a combination of X-rays followed by 50 mg. of radium left in the cavity of 
the body from ten to fourteen days was of great value. Rapidly growing 
tumours such as a chorion epithelioma should be treated first by X-rays, 
and then, if the primary focus was not very extensive, radium should be 
used in addition. 

Dr. J. E. A. Lynuam, speaking from the electro-therapeutical side, 
said that while the gynecologist had become established and his 
position well defined, the radiologist had not yet fully evolved. Coming 
generations of medical men would be amazed to find that anyone should 
have been permitted to cover the enormous range expected from the present- 
day radiologist. In the course of time, as radiology came into its own, 
the subject would be sub-divided, and there would be specialization in 
particular branches. It did not seem probable that the radiologist would 
proceed to perform operations for the surgical use of radium; it was more 
likely that the surgeon of the future would devote part of his training to 
a serious study of the tissue changes brought about by radiation. Farticu- 
larly in regard to malignant disease, the consideration and treatment of a 
patient was really at its best when entirely in the hands of one man. At 
present there was a tendency to dissociation, and in some institutions the 
radium department was being separated from the radiotherapeutic depart- 
ment. The surgeon and gynecologist had their parts to play in the 
application of radium, and they would of necessity work in co-operation 
with those directing radiotherapeutics. Proceeding to speak of experiences 
with radium in gynecology, Dr. Lynham said that in the treatment of 
cancer two separate things had always to be borne in mind—namely, the 
effect of the radiations on the malignant cells, and the effect on the stroma 
and adjoining tissues. In sarcoma, he believed, the more important action 
was on the cells of the tumour; in cancer, on the other hand, the ideal 
radiation was one which would inhibit or destroy the malignant cells, not 
only without injury to the adjoining tissues but in such a way as actually 
to assist them in their efforts to overcome the invading cells of 
the growth. Many failures in early days could be attributed to a dosage 
of too great intensity. It was generally accepted that the shorter wave- 
lengths of the gamma rays had a more inhibiting action on the cancer 
cells than the X-rays, while there was more effect on the stroma as the 
result of X-rays than as the result of radium. In the treatment of cancer, 
therefore, greater success could be expected from the judicious combination 
of X-rays and radium than from either agent alone. He had been more 
successful when radium was first used for its local effect and X-ray treat- 
iment begun before the influence of the radium had subsided. Dr. Lynham 
sketched the early work at the Radium Institute in London, with which he 
himself had been associated, and also the development of the Stockholm, 
Paris, and Baltimore techniques. In the history of the treatment of 
malignant disease of the cervix and vagina, the enthusiasm generated by 
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early improvement had been followed by disappointment as the disease 
reappeared and extended. In cases in which the glands were not palpably 
enlarged it ought to be possible to do a great deal by means of heavily 
screened high-voltage X-rays, and this should be taken up as a _ serious 
adjunct to treatment by radium. The fact must not be overlooked that 
radium was so far a local treatment for local manifestations of cancer, and 
cancer was a progressive disease, tending to invade new structures. 
Whether using radium or X-rays some method of prophylactic irradiation 
should be employed, the doses for which need not be heavy or cause any 
serious tissue damage. Even when the tumour could not be made to dis- 
appear, its rate of growth might be slowed and the life of the patient 
prolonged. One aspect of treatment did not always receive the attention 
it deserved—namely, the preparation of the patient before radiation 
methods were applied. The removal of septic foci, and the use of vaccines, 
tonics, ultra-violet radiation, and hypodermic or intramuscular medication 
might be of assistance. It was to be hoped that enthusiasm for one par- 
ticular method would not prevent systematic exhaustive trials of other 
methods. The whole subject was merely at its beginning; the possibilities 
were immense, the potentialities as yet largely unexplored. When the 
efforts for the cure of cancer had reached a greater measure of success, 
it would be realized that much of the credit must go to the gynecologist ; 
if only the spirit of consultation and mutual correction which prevailed in 
such a discussion as the present could be carried into the hospitals, success 
would be expedited. 

Mr. StanLEY Dopp dealt with radium in the treatment of non-malignant 
disorders of the uterus. The indications for treatment were cases in which 
menstruation was regular but profuse, with no abnormal physical signs, 
and no suspicion of malignant disease, also menorrhagia associated with 
metritis and climacteric bleeding, and menorrhagia associated with general 
diseases, such as tuberculosis, when the monthly loss was greater than the 
patient could afford. It was also indicated in intractable dysmenorrheea, 
not alleviated by drugs or modern endocrine or other treatment ; in fibroids 
of the uterus (he had only had occasion to use radium in two cases of 
fibroids in young patients who were unsuitable for operation, and both were 
relieved) ; and in chronic cervicitis, although in this last condition, in which 
radium had been tried by needling, the results had been disappointing. 
It was the speaker’s clinical experience that with proper screening—he 
mentioned a screen of 1 mm. platinum—radium could be kept inside the 
uterus for 24 hours without leading to any unfortunate sequels. He gave 
records of 61 cases in which radium had been used in non-malignant dis- 
orders, and added some remarks about carcinoma. It was fair to say’ that 
radium would eradicate primary growth in nearly all cases. The problem 
was to clear up metastases, and secondary deposits in the glands were more 
difficult to deal with than was the primary growth. The rational course 
seemed to be to extirpate the glands. To use the vaginal application of 
radium only was to condemn 4o per cent of cases to recurrence. It was 
necessary to decide both how and when to deal with the lymphatic system, 
because it had to be remembered that the lymphatic system was the last 
line of defence against carcinomatous invasion. Mr. Dodd described in 
detail his own technique for radium application. 

Dr. Russe, REYNoLDS remarked that radium treatment could not be 
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dissociated from deep X-ray therapy. He had been struck with the im- 
portance of using a split-dose technique. This seemed a common-sense 
point of view to take, because if one was using a very large dose of deep 
X-rays or radium it involved a lowering of the resistance of the patient as 
well as of the tumour. It the dose was split the patient’s resistance was 
better maintained. He thought, therefore, that the use of X-rays in con- 
junction with radium was very important. He agreed with the use of 
radium first of all for local action, the treatment being completed by X-ray 
therapy. 

Dr. W. M. Levirr thought there was general agreement about the value 
of combined treatment, but a point not usually sufficiently appreciated was 
that the technique of X-rays might be considered as complementary to the 
technique of the application of radium. X-rays were applied externally, 
and the zone of maximum intensity tended to be at the periphery of the 
growth. Radium was applied locally, and therefore its zone of maximum 
intensity was at the centre. The two methods from the point of view of 
technique, therefore, could be regarded as complementary. With X-rays 
recurrences were almost invariably local; with radium rarely. There was 
still another and more fundamental point to which no reference had been 
made—namely, that the character of the stimulus of radium was essentially 
different from that of X-rays. Radium was applied continuously perhaps 
for several days; X-rays were applied-in split doses. Even though the 
action might be identical, the results of a continuous and of an inter- 
mittent physical stimulus were entirely different. Intermittent pressure 
on the toe, for example, would give rise to a corn, but continuous pressure 
would give rise to necrosis. The fact that the type of injury to the tissues 
might be different was supported by the evidence that it was possible to 
combine a full dose of radiuin with a full dose of X-rays without producing 
a‘burn. On that ground he suggested a combination of the two agents. It 
might also. be found that the application of X-rays followed by radium 
gave very different results from the application of radium followed by 
X-rays. His own view was that it was preferable to precede radium with 
X-rays. 

Dr. S. Gu.BERT Scott said that one was apt to think that the cure of 
malignant disease was bound up with the disappearance of the tumour. 
The primary growth in quite a number of cases could be made to.disappear 
by the surgeon, the diathermist, or the radiologist, but unless the problem 
of the secondaries was also tackled there was no justification for talking 
of cure for cancer. In very few cases did the primary disease kill the patient, 
nor was the patient killed by secondary growths in the groin or axilla. 
Patients most commonly died with secondary growths in the liver, spleen, 
and thorax, and until some satisfactory method could be devised of pre- 
venting the metastases from developing in those regions the mere disap- 
pearance of the primary growth did not justify any claims to cure. 

Mr. J. M. Wyatr referred to the treatment of pruritus of the vulva. In 
inany cases in which X-rays seemed to have no effect small doses of radium 
had brought extraordinarily marked relief, sometimes lasting for two 
years. Mr. H. M. OLpDERSHAW thought one of the reasons for partial 
failure after the introduction of radium into the uterus, in non-malignant 
conditions, was that the radium was not arranged advantageously so as 
to affect all parts of the endometrium. He had taken care in the case of 
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a large uterus to split the dose of radium up, so as to obtain as uniform 
an effect as possible. Mr. Duncan FirzwiILiiaMs was interested in the 
statement that the primary tumour could be made to disappear, but that 
when it came to the glands the problem was wholly different. In another 
branch of surgery a carcinoma of the tongue could readily be made to 
disappear, but when it came to dealing with glands in the neck, in spite 
of radium applications—surface, interstitial, or other—block dissection was 
the sheet anchor. Mr. Dodd screened his radium with 1 mm. of platinum. 
That was the largest screening he knew, and he felt that there was a field 
for experiment with different screenages. A screen of 0.5 mm. platinum 
had been accepted, but he was quite sure it was wrong. 

Dr. PATTERSON gave particulars of an investigation which hade been pro- 
ceeding at St. Bartholomew’s Hospital to endeavour to ascertain the 
prognosis as regards radium treatment according to the type of growth 
revealed by the microscope. The figures so far ascertained, however, were 
not suitable as a basis for discussion, because the earlier cases had been 
treated by different proceedures in respect of dosage and length of time. 
It was proposed to await five-year results of cases which had all been treated 
on the same basis. As far as the work had gone, however, it showed that 
the more immature the cell growth the better was the prognosis from the 
point of view of radium treatment. Dr. GiLBErT I. STRAHAN said that from 
the point of view of saving the life of the patient, cure of cancer was 
searcely yet in sight, but from the point of view of relief of symptoms in 
almost 100 per cent of cases the primary lesion would clear up, with relief 
of bleeding. In a certain small proportion of cases, however, there was 
no relief, and no actual amelioration of pelvic pain, and research on these 
resistant cases was desirable. The matter of fistula formation was another 
important point. Fistula occurred in a certain proportion of cases after 
radium just as after any other kind of treatment, or after no treatment. 
Dame Louise McIRoy commented on the value of co-operation between the 
radiologist and the gynzecologist, and eulogized the organization of Regaud’s 
clinic in Paris. She agreed that the main question was one of hours rather 
than of the amount of radium. The present discussion had largely turned 
on radium versus X-rays; she agreed that X-rays affected the ovary, and 
radium the endometrium. 

The CHAIRMAN (Mr. Arthur Giles) said that one lesson which had 
emerged from the discussion was that workers must not pin their faith 
exclusively to one method of treatment. Radiation must not be regarded 
as taking the place of surgery, but as supplementing it. With regard to 
induction of the menopause there was a class of case in which the object 
was primarily to arrest haemorrhage, not to bring about the menopause 
or produce atrophy of the ovaries; in such a case he believed radium more 
valuable than X-rays, because of its more limited scale of action. 

The openers briefly replied, Dr. LyNHAm taking up the chairman’s last 
point by saying that a number of young women had been treated at the 
Ikadium Institute for uterine bleeding. In no case had he known the 
artificial menopause which had ensued to last longer than nine months. 
This corresponded to the gestation period, and supported the view that the 
superficial follicles were more susceptible, and the deeper follicles less sus- 
ceptible, to treatment. 
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NORTH OF ENGLAND 
OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


A Meeting of the North of England Obstetrical and Gynzecological 
Society was held at Sheffield on Friday, 28th February, 1930, the President, 
Dr. J. W. Burns, being in the Chair. 


A discussion took place on a paper read by Mr. W. W. King at 
Manchester, January 24th, 1930, entitled 


THROAT INFECTIONS AS AN ASTIOLOGICAL FACTOR IN PUERPERAI SEPSIS. 


A summary of Mr. King’s paper, with certain additions, was published 
in the British Medical Journal on March 22nd, 1930, at page 533. 


The PRESIDENT, having thanked Mr. King for his extremely interesting 
and important paper, proceeded to describe two small epidemics which 
had occurred in a small, well-equipped hospital, of fifteen beds. In the first 
outbreak two nurses had the haemolytic streptococci in their thraots and 
several of the others the non-hzemolytic streptococci In the second outbreak 
three had the hzemolytic and several the non-hzemolytic streptococci. Unfor- 
tunately he did not endeavour, as Mr. King had done, to produce any further 
evidence of close association between the actual carriers and the cases which 
developed pyrexia. He had no doubt in his own mind that the infection 
took place during the early days of the puerperium in both epidemics 
rather than during the actual labour. This was to some extent supported 
by the fact that since gloves and masks had been adopted in the wards 
no similar cases had occurred. 


Mr. King had focussed our attention on the hemolytic variety of 
streptococci but the President thought it was the fact that the non- 
hemolytic type was also capable of producing a virulent infection in the 
puerperal woman. 

The non-hzmolytic streptococci could become very virulent by being 
passed through a second individual. They had therefore to guard their 
patients against all organisms which may be present in the throats of 
any of the attendants. 

The whole question of lying-in ward technique required re-organization 
and re-adjustment. At present very stringent rules are made for the 
labour ward; caps, masks, and gowns, are insisted upon, yet within 12 
hours of the baby being born, the mother has her vulval toilet carried out 
by a junior nurse who neither wears a mask nor gloves. 

The incidence of puerperal infection in the Rotunda Hospital was 
greatly reduced by insisting upon a separate bed-pan and douche-pan 
for each patient. He felt confident that these cases of spontaneous infection 
would be banished if more attention was paid to the nursing technique in 
the wards. All the nurses ought to wear gloves and masks when carrying 
out their duties in connexion with the vulval toilet and bed-pans ought to 
be boiled at once after use. 

He was particularly anxious that all nurses in the wards should wear 
gloves. Constant washing was, he thought, liable to make the skin of 
the hands rough and cracked and hence the nurse became a danger to 
herself and to her patient. 
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Dr. Burns asked the following two questions :— 


1. Were the masks usually worn at operations a sufficient protection 
to a patient ? 


2. Had Mr. King any experience in the treatment of these cases of 
puerperal infection by streptococcal anti-toxin ? 


Professor W. BLatrR Bett, (Liverpool) said that he agreed that strepto- 
coccal infection was often conveyed to patients from sore throats. Women 
appeared to have a greater liability to infection at labour than at other 
times. He referred to the correspondence between the zymotic and 
puerperal sepsis curves as a point in favour of Mr. King’s thesis. The 
use of the term ‘‘autogenous’’ should be limited to direct infections from 
lesions already present in the patient herself before the onset of puerperal 
sepsis. Preparturitional vaginal infections by streptococci were not auto- 
genous but resulted from the introduction of organisms from without. 
He had called attention to the danger of late coitus in this respect at the 
Obstetrical Congress in 1925. The acidity of the amniotic fluid (pH about 
5.5) made it a valuable antiseptic douche from above. The increased 
dangers of operations after the escape of the fluid might be explained 
in this way. Infection might be carried into lying-in wards by visitors. 
If it was impossible to exclude them, their numbers should be strictly 
limited. Infection might be carried from one patient to another by 
bed-pans. 

He discussed the question of antisepsis versus asepsis, and pointed out 
the danger of the latter to those who have no aseptic conscience. He 
suggested that the Ministry of Health should supply a team to investigate 
outbreaks of puerperal infection in maternity wards. The control of the 
investigation would remain in the hands of the surgeon. 


Professor Mites H. Pui.iirs (Sheffield) in discussing the subject from 
the point of view of one convinced that this was a very real source of infection 
of women in labour or recently delivered, welcomed Mr. King’s paper as 
one helping to disseminate this view and leading to further critical 
investigation of it. He proceeded to say that the danger of throat infection 
in midwifery was pointed out, as Mr. King had said, by Kanter and Pilot 
in Surgery, Gynecology and Obstetrics (January 1924); they said :— 

“The use of a gauze face mask during delivery, the exclusion of 
attendants having sore throats from the delivery room, and the isolation 
of patients having streptococcic sore throats will be great factors in 
reducing the number of cases of streptococcus puerperal infection.”?> Dame 
Janet Campbell in ‘‘The Protection of Motherhood’’ (1927) gave details of 
several small epidemics in maternity hospitals which were associated with 
the presence of nose and throat carriers of the hemolytic streptococcus. 

He referred to experience gained in general, and especially abdominal 
surgery, which had led the great majority of surgeons to insist on the 
use of a face mask. There were many recorded investigations of outbreaks 
of sepsis in surgical clinics, which had resulted in the discovery that one 
or more members of the theatre staff carried haemolytic streptococci in the 
nose or throat—and no other source of infection had been found. One of 
the most recent of these was recorded by Dr. Irving Walker in Surgery, 
Gynecology and Obstetrics, January 1930. Three deaths occurred in a 
Boston Hospital during the month of August. A thorough investigation 
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of all the material employed was negative. Three of the six people 
_associated with the operations were found to be haemolytic streptococcus 
carriers. Although it was August there was an epidemic of respiratory 
disease in Boston at the time. This enquiry led to an investigation into 
the efficiency of the masks employed. 


A series of deaths from peritonitis following abdominal operations at 
the Jessop Hospital during the late Winter and Spring of 1924 was preceded 


and accompanied by a number of cases of sore throat among the nursing 
staff. 


Investigation of epidemics, large and small, in various maternity 
hospitals had led to the same conclusions. He referred to that recorded 
by Allen and Bryce in the Medical Journal of Australia, March 1928. De 
Lee of Chicago, in commenting on this paper, stated that he had previously 
convinced himself, by a personal experience, of this danger and that he 
had ever since insisted on masking both nose and mouth during delivery. 
He added that he had ‘“‘had great difficulty in getting the idea of covering 
the nostrils into practice.’’ 


At a certain base hospital in France, there was at one time a constant 
occurrence of streptococcal sore throats amongst the doctors and nurses 
who were attending cases of wounds, with heavy streptococcal infection. 
This liability to sore throats was finally overcome by the wearing of face 
masks consisting of gauze bags containing a thick layer of cotton wool. 
In discussing the use of these preventive measures in midwifery practice, 
he had heard it stated that such a precaution would lead to carelessness 
in the use of other better established and more essential precautions, such 
as the proper use of antiseptics. Such a statement was, of course, absurd 
and could be countered by that of other critics who pretended to believe that 
the use of masks in the operating theatre had its only virtue in reminding 


the theatre staff of the necessity to attend to all the details of aseptic 
technique. 


Other critics of this theory of droplet infection by carriers expressed 
the belief that everybody’s throat contained the hzemolytie streptococcus. 
Many investigations had shown the fallacy of this. Professor Phillips 
gave the following two instances in his experience :— In November last 
he saw a young primipara who had had a rigor with a temperature of 
102.8 with a pulse rate of 140, 72 hours after an easy forceps delivery. 
Swabs were taken from a small perineal wound, a clean-looking wound 
half way up the vagina and the lochial discharge in the cervix, also from 
the throats of the two doctors present at the labour, the nurse, husband 
and a housemaid; none of the throats yielded a streptococcus, the vaginal 


swabs grew staphylococcus only, and the patient’s blood was sterile. She 
made a qttick recovery. 


The second, a primigravida, with a funnel-shaped pelvis, the transverse 
at the outlet being only 6.5 cm. was delivered by Ceesarean section a few 
hours after the onset of labour. The membranes were intact and no 
vaginal examination had been made for several days. On that occasion 
a bacteriological test of the vaginal secretions yielded no growthi of strep- 
tococci. The operation was carried out in the gynecological operating 
theatre with all the usual precautions in the presence of several nurses and 


students. It was perfectly straightforward. In less than 42 hours she was 
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dead from a fulminating streptococcal infection of the peritoneum 
certainly, and probably, of the blood streain. 

No case of wound infection occurred in that theatre during several 
weeks preceding and succeeding the operation. The throats of the eleven 
individuals present at the operation were investigated; one only—the 
R.S.O., who was first assistant—contained hemolytic streptococci. At 
that time masks of thin butter muslin were used, some of which were no 
doubt thinned and possibly even torn by frequent use. 

This brought him to the question of the type of mask which should be 
used. That made of a single thickness of butter muslin had been shown by 
bacteriological tests, as he should have suspected, to be quite ineffective. A 
mask of four thicknesses of surgical gauze (each of which is itself four-fold) 
was probably effective. 

Thirty per cent of the fatal cases recorded at the Congress on Puerperal 
Sepsis in London in 1925, occurred after a normal labour, 

Dame Janet Campbell (Maternity Mortality 1924) in 1921-22 investigated 
256 cases of puerperal fever which had occurred in eleven various districts— 
in 65 of these cases it was said that no internal examination had been made. 

Mr. LeitH Murray (Liverpool) considered that further control experi- 
ments were necessary before fully accepting the ‘‘droplet infection’? theory 
as conclusive. He did not think that the wearing ot masks would lead 
to any reduction in the incidence of sepsis and went on to relate briefly 
two cases of puerperal morbidity which had occurred in a hospital. The 
first of the series was subsequently proved to be a case of scarlet fever. 
Of the fifteen attendants in this hospital, six had positive swabs from the 
throat of hemolytic streptococcus and in his opinion this incidence was the 
result rather than the cause of the morbidity in the scarlatinal case. 

Professor DouGias (Sheffield) pointed out that although identification 
of strains of streptococci was still a matter of considerable laboratory 
difficulty, this should not be allowed to hamper the search for carriers of 
the organism responsible for puerperal infection. While-a certain pro- 
portion of pregnant women harboured hzemolytic streptococci in the vagina 
or in the cervix without developing trouble, this fact rendered the effect of 
the introduction of haemolytic strains by carriers the more noteworthy. 
Although the actual proof was lacking of identity of strain in the suspected 
catriers and cases reported by Mr. King, yet his thesis afforded such strong 
evidence that carriers formed an important source of infection that it was 
worthy of serious attention and would form an important basis for the 
further atack on the problem of puerperal infection. 

Mr. W. GoucGu (Leeds) thought all throats contained streptococci. He 
considered there was another factor besides the presence of hzemolytic 
streptococci in the causation of puerperal sepsis. 

Mr. A. Goucu (Leeds) said that the reason why the morbidity rate 
had not fallen was possibly due to a greater proportion of primigravidce 
than in the earlier returns of the Registrar-General. 

Mr. J. Eric Stacey (Sheffield) whilst considering that every possible 
channel by which infection could occur ought to be closed, including the 
use of masks, said he was not convinced that this mode of entry of 
infection was the main route by which the organisms were introduced. 
He said that Mr. King was not maintaining throat spraying as the sole, 
main, or even the commonest source of puerperal morbidity, but that this 
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was a method by which the infecting organisms could obtain entry to the 
vaginal tract and thus cause sepsis. 

All would accept this to be true, but it should not be allowed to cloud 
other issues, viz: why, in certain cases, puerperal sepsis should develop, 
and under similar conditions fail to appear in a large proportion of others. 
There were a vastly greater number of women subjected to the spraying 
from the throat of an attendant, who developed no sepsis than those who 
did, and yet the organisms had an equal chance of introduction, and he 
agreed with Dr, Murray that further controls were necessary. 

Because heemolytic streptococci were present in the throats of a large 
number of contacts, it seemed unlikely that “throat spraying’? could occur 
except from the actual attendant on the delivery or nurse doing the vulval 
swabbing subsequently. 

Epidemics of hemolytic streptococcus infection occurred in gynzeco- 
logical cases from time to time when all in the theatre wore masks which 
should be adequate to prevent spray infection and in which the likeli- 
hood of infection was much greater and yet only occurred in a small 
number, A large number of deaths and morbid cases arose in which 
hemolytic streptococci are not the causal organisms at all, and few in 
which the throat could not be the source of infection, e.g. bacillus 
aerogenes capsulatus. 

He had recently investigated for another purpose the question of ‘‘failed 
forceps” and in a series of 152 there were 21 deaths with twelve cases from 
puerperal sepsis. In these twelve cases only three had haemolytic strepto- 
cocci isolated as the causal organism found in the blood, peritoneal 
cavity or cervix, 

In three cases gas-forming organisms were found and in the remaining 
six non-heemolytic streptococci. No investigations were carried out, how- 
ever, to see whether any of the attendants were haemolytic streptococcus 
carriers, but the figures, though small, were significant of the fact that 
hemolytic streptococci are not necessarily present, and that trauma, 
associated with an exogenous source of infection, such, for example, as 
feecal infection must not be lost sight of. In a feecal source of infection 
he included all those organisms which enter from the intestinal tract and 
are carried downwards from teeth, tonsils and elsewhere in the tract and 
thus enter the uterus via the perineum. He also considered that the 
question of the presence of pre-existing hemolytic streptococci in the 
vagina had not been sufficiently elucidated. 

Professor A. M. Connet (Sheffield) speaking from a general surgical 
aspect, thought the individual herself must have hemolytic streptococci 
in her throat in order to accept throat infection as the causal agent. 

Dr. STERLING, M.O.H. Chesterfield, whilst expressing himself as 
alarmed by this method of infection being so prevalent, considered that 
the isolation of contacts in hospital almost an insuperable difficulty. He 
thought co-operation was necessary between the family doctor, the hospital, 
and the public authorities. 

Mr. W. W. Kine thanked the speakers for their expressions of apprecia- 
tion. He was glad that he had been able to convince all but one or two 
that droplet infection from the air passages of apparently healthy 
attendants was a source of great danger to parturient women. He had 
been careful to state that he did not exclude other sources of infection, 


U 
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so that the important points raised in regard to antiseptics and bed-patis 
were irrelevant to the question. It was premature to attempt to grade 
the importance. of his thesis in the causation of puerperal fever. Time 
alone could show that. He was satisfied that he had produced sufficietit 
evidence to satisfy reasonable people that this avenue of infection must be 
closed. It’ did not seem much to ask that obstetricians should adopt the 
same cate for their maternity cases as they did for their gynzecological 
operations: In regard to controls, Mr. King suggested that the best test 
of the value of the theory would be the results obtained by the use of 
masks during the next five years, especially in maternity hospitals. He 
was confident that if the scheme was conscientiously carried out, puerperal 
fever in booked cases in maternity hospitals would be as rate as 
suppuration in laparotomy wounds. In anticipation of the objection that 
a large proportion of the population had hemolytic streptococci in their 
throats during the winter months, Dr. Kirk, at his request, had examined 
swabs from the throats of fifty out-patients taken at random during the 
month of February and only one was found to be a carrier. These results 
confirmed those given in his paper. 


As Professor Douglas had said, final proof of the identity of the strepto- 
cocci in the cartier and victim could only be obtained when accurate 
classification of haemolytic streptococci was possible. Almost any organism 
could be carried to the patient in this way—including anzerobic organisms, 
which are well known to be occasional inhabitants of the throat. Mr. King 
found it easier to believe that b. aerogenous capsulatus could get into 
the vagina from the throat of an attendant than that it should get in on 
the doctor’s hands or instruments. The latter was unhesitatingly accepted 
without proof, the former should be put to the test. 


In regard to autogenous infection, he accepted Professor Blair Bell’s 
definition as being much more accurate. The theory of preparturitional 
infection as a cause of puerperal fever was all right in itself but, as he 
had said in his paper, there was surprisingly little positive evidence in 
its favour. He had given full credit to Kanter and Pilot in regard to 
priority in the suggestion that healthy carriers could infect women in 
labour. But in cases described in ‘The Protection of Motherhood’’ by 
Allen and Bryce, to which Prof. Phillips had referred, the attendants were 
not healthy. In both instances the nutse was found to have an antral - 
empyema. Dame Janet Campbell suspected that there had been healthy 
carriers in some of the epidemics which she reported, but was hampered 
by the absence of bacteriological data. There was a great difference in 
the etiology of the spread of puerperal infection by healthy carriers and 
by attendants suffering from suppurating lesions. 


Dr. Leith Murray had referred to the most important questions of the 
relationship of scarlet fever to puerperal sepsis. No one could doubt that 
in the case he reported the throats of the staff might have been infected from 
the patient who developed scarlet fever, but it was equally possible that 
the patient was the victim of the attendant carriers, 


The relatively small number of cases of puerperal infection had been 
put forward as an objection to the droplet theory. The same objection 
Was made to the contagion theory of Simmelweis. No mote was known 
to-day than was known a century ago as to why only a few of those 
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subjected to infection develop the disease. Infection from the rectum 
was improbable as it so rarely followed gynecological operations, 

In answer to the President and others, he thought that masks made of 
four layers of butter muslin were probably satisfactory if not worn for 
more than two or three hours. He agreed with Dr. Stirling that it was 
not always possible to exclude known carriers from the wards, and if so, 
reliance had to be placed upon masks. Great watchfulness was necessary 
to see that the masks were always worn both for vaginal examinations 
and the administration of enemata as well as for delivery and the subse- 
quent nursing. 


Mr. A. GouGu (Leeds) described a case of 
DousiE URETER ENCOUNTERED IN PERFORMING WERTHEIM’S HYSTERECTOMY. 


He stated that in October 1925, at a meeting of the Society,! he had 
described a case in which a double ureter was found in the course of a 
Wertheim operation. In 1926, Fletcher Shaw? described two similar cases 
of his own and referred to another case reported by Worrall.*? Worrall 
stated, without any reference, that Wertheim found duplication of the 
ureter four times in five hundred cases. Mr. Gough had recently 
encountered the same abnormality a second time. 


Mrs. B. aged 50, the mother of five children, sought advice on account 
of a continuous loss of blood for one month. On-examination, he found 
a carcinoma, mainly intra-cervical and just presenting at the external os. 
At the operation the usual Wertheim procedure was followed. When he 
came to expose the right ureter, it appeared at first sight to be an 
unusually broad band about half an inch in width : on careful examination 
there were seen to be two ureters in close apposition. On following them 
towards the bladder they were found to unite about two inches short of 


that organ. The operation was otherwise uneventful and the patient was 
recovering well. 


This abnormality was not a very rare one and it was of great importance 
to gynzecologists or, at any rate, to those who still perrorm the Wertheim 
operation. He said he was fortunate in recognizing thé condition in both 
his cases. The first patient was very thin, there was scarcely any sub- 
peritoneal fat, and the two ureters could be plainly seen before incision of 
the peritoneum which covered them. In the second case the unusually 
broad ureter compelled attention. But it was very easy to see that in 
some cases the condition might escape notice, and then the supernumerary 
ureter would run a grave risk of injury. He suggested that this may be 
an explanation of some uretero-vaginal fistulee which occasionally occurred 
without evident cause. 
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Mr. Mu.ks H. Puiiirs (Sheffield) stated that he had met with the 
condition once in over roo cases. 
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Mr. J. Eric Stacky (Sheffield) stated that twice in the dissecting room 
he had come across cases in which ureters had bifurcated and re-united 
before entering the bladder. 


Mr. A. A. GEMMELL (Liverpool) wished to know whether cystoscopy 
would have been of any help, ashe had never seen more than two ureteric 
openings in the bladder in 120 cystoscopic examinations. 


Dr. LeirH Murray (Liverpool) described 
THE PATHOLOGICAL, FEATURES OF Two Unusual POLYPI. 


Mrs. H., aged 38 years, during routine examination by her medical 
attendant at the 32nd week of her second pregnancy was discovered to 
have a polypus, about one inch long, hanging from the cervix by a narrow 
pedicle which originated within the canal on its posterior wall. This was 
removed and sent for microscopical report in view of the fact that it 
looked darker in colour and firmer than was usual. The report from the 
Clinical Research Association recorded that ‘‘the section shows one of the 
rare instances of malignant (carcinomatous) change in a cervical polyp.”’ 
When the patient was first seen, on 29th October, the uterus had involuted 
well but the cervix remained soft and a small red tag of pedicle (or fresh 
polypus) was visible at the external os. The lochial discharge was reported 
to have lasted two weeks and the only coloured discharge thereafter had 
occurred for four days two weeks previously ; this was believed to be a period. 
There had been a troublesome leucorrhcea since the confinement. On 
November roth a total hysterectomy was done after the rather proliferative 
pedicle had been excised during disinfection of the cervix and vagina. 
The specimen shows a well involuted uterus with a cavity of 2} inches. 
In the cervical canal, just below the internal os posteriorly, there was 
visible a small tag of pedicle with a diameter of not more than one-eighth 
of an inch. The specimen otherwise appeared normal. The polypus 
showed areas of great epithelial proliferation with every appearance of 
malignancy, including mitoses; the section can be described best as a 
columnar carcinoma invading the base of a very hyperemic but simple 
adenomatous polypus of the cervix. Sections of the distal end of the 
proliferative fragment removed at operation, during disinfection of the 
cervix, show malignancy of the same columnar-celled type but the proximal 
end was innocent. Sections of the insertion of the pedicle into the internal 
os are absolutely innocent and usual in appearance. 

Mrs. H., aged 60, the youngest of her four children being 21 years of age, 
complained of a watery discharge which had been present for six months; 
she stated that it had been blood-stained for one month only. There was 
a history of some loss of weight and intermittent backache for two years. 
The uterus was definitely enlarged and blood was discovered oozing from 
the cervix. A total hysterectomy with removal of both appendages was 
carried out on 21st December, 1929. The specimen weighes six ounces. 
On opening the anterior wall a mushroom-shaped polypus, two by two and 
a half inches, was found attached to the posterior wall of the corpus by a 
rounded pedicle measuring one and a quarter inches across. This polypus 
was obviously sloughing on the surface but was of firm consistency. The 
rest of the uterine wall was absolutely smooth. Sections taken at the 
surface are necrotic, but those at the base show a definite columnar carci- 
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noma of compact type with very little invasion of the uterine wall. Dr. 
Leith Murray had not previously observed any malignancy of the body 
developing this peculiar shape. 


A Meeting was held at Liverpool on Friday, March a2ist, 1930, the 
President, Dr. J. W. Burns, being in the Chair. 


Professor D. Dougal (Manchester) described a case of 
ENDOMETRIOMA OF THE ABDOMINAL WALL FOLLOWING LAPAROTOMY. 


The patient, a married nullipara, aged 44 years, consulted her doctor 
in January 1930 because of a blood-stained discharge coming from the 
lower end of an old abdominal cicatrix. 

The original operation was performed fifteen years ago for a gangrenous 
appendix, the wound being drained by a tube for two days, by a gauze 
drain for two weeks, and not completely healing up for two months. For 
the last seven years the lower end of the scar had felt sore especially 
about three days before the menstrual periods were due and for the last 
four years there had been an actual discharge of blood beginning three 
days before each period and lasting four days. On examination her doctor 
found a large fibroid tumour rising well above the umbilicus and sent her 
to Professor Dougal for operative treatment. 

Menstruation was quite regular but the periods only lasted one day 
and the loss was small. Apart from the discharge from the abdominal 
cicatrix there was no symptom of importance except swelling of the 
abdomen, which had been noticed by the patient for some years. On 
examination, she was found to have a large irregular abdominal tumour 
about the size of a six and a half months’ pregnancy. The swelling was 
uterine and evidently composed of multiple fibroids, some of them 
apparently fixed in the pelvis. A right paramedial incision was also 
present and its lower end was thickened and of a bluish colour but there 
was no actual hemorrhagic discharge at the time of examination. A 
diagnosis of uterine fibroids was made and the patient admitted for opera- 
tion. On opening the abdomen the diagnosis was confirmed but a large 
adherent tarry cyst was also present, apparently arising from the left ovary. 
There were many bowel and omental adhesions to the inner surface of 
the old scar but the uterus and appendages were quite free from it. A 
total hysterectomy was performed with removal of both appendages and 
excision of the thickened portion of the abdominal scar. 

To the naked eye, there was no doubt that the patient had a large 
endometriomatous cyst of one ovary but sections cut from the wall of the 
cyst did not show any characteristic glands or stroma. In the portion of 
excised abdominal scar, however, the histological picture was absolutely 
typical and Professor Dougal had never seen better developed glands or 
stroma in any other endometriomatous tumour. 

He was of the opinion that most of those present accepted Sampson’s 
cellular spill theory as an explanation of the presence of endometrial tissue 
in the abdominal cavity, but he believed also that a second factor, possibly 
inflammatory in character, must also be present to ensure proliferation 
of the ectopic endometrial tissue. 

In the cases stated both the ovarian and abdominal tumours had 
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evidently been growing for some years and possibly developed from the 
same shower of implants and the inflammatory factor was present as 
a very acute inflammation of the appendix. 


Professor BLAIR BELL (Liverpool) described 
TWO CASES, ONE OF ACUTE, AND ONE OF CHRONIC, INVERSION OF THE UTERUS. 


He said that the comparative rarity of all forms of inversion of the 
uterus induced him to present two examples and briefly to discuss the 
etiology. ; 

Mine. B. de C., aged 35, married five years, had had two children pre- 
viously and there had not been any obstetrical difficulty. 

On August 6th, 1924, a perfectly normal full-time pregnancy terminated 
spontaneously at 7.30 p.m. Ten minutes later the doctor in attendance, 
who had his hand on the uterus, felt the fundus disappear. He then 
discovered that inversion had occurred, and that the fundus, with the 
centrally attached placenta, was lying outside the vagina. There was 
profuse bleeding. The doctor returned the uterus and placenta into the 
vaginal canal. Professor Blair Bell reached the house and found the 
patient blanched, and the pulse small and rapid. On examination the 
fundus could not be felt in the abdominal cavity, but it was possible easily 
to feel the ring through the thin abdominal wall when the uterus was 
subsequently pressed up from below. The uterus and cervix were com- 
pletely inverted and the placenta was centrally attached to the fundus. 
The condition of the patient was judged to be sufficiently good to allow 
of an attempt at immediate restoration, so ether was adniinistered by the 
open method. The placenta, distributed evenly over the fundus, was 
detached without difficuity from the-large inverted fundus. It was possible, 
owing to the thinness of the parietes, to force a finger enclosed, of céirse, 
in a pouch of abdominal wall into the ring and to dilate it. ‘The ‘itiverted 
fundus was gradually tucked back through the cervix and ring to the 
normal position. The whole organ felt as though it were composed of 
putty and it seemed as though one were remoulding it rather than over- 
coming muscular resistance. An extrauterine douche was then given. The 
general condition of the patient was treated by pituitary extract, ergot 
and submammary infusions. 

The patient had some febrile disturbance during the puerperium, the 
temperature rising to 102°F. on the seventh day; but there was never 
any cause for anxiety, and he was not asked to see her again until the 
seventeenth day after delivery. Her condition was then good, the uterus 
was anteflexed and invouting normally. 

The subsequent history of the case was without pathological interest. 
She was seen in November 1927—three years later—when she was 35 weeks 
pregnant. Her doctor attended her in a normal confinement five weeks 
later. 

Miss H. F., aged 58, nulliparous ; menstruation commenced at 16 years of 
age; the cycle was three to four days every 28 days, and there was no pain. 
The menopause sttpervened at the age of 51. The patient was first seen 
on May 15th, 1929. She stated that six months previously she had had 
heemorrhage from the vagina which had lasted for six weeks. During this 
time the patient observed a small lump at the vaginal orifice, which, she said, 
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disappeared when the bleeding ceased. Ten days previously the hemorrhage 
recurred, and again the patient had noticed a lump protruding from the 
vaginal orifice. There had also been an offensive discharge. On examination 
a large necrotic tumour was found outside the vaginal orifice; this was 
attached to a long pedicle. A diagnosis of necrotic fibromyomatous polyp 
was made, and it was immediately removed with scissors—the tumour 
being separated from the extremity of the pedicle which was returned to 
the vagina. Owing to the septic state of the tumour no further examina- 
tion was made for a few days. It was then found that the pedicle consisted 
of the inverted senile uterus on the apex of which was the scar of the 
site cf attachment of the tumour. The inverted uterus did not yield to 
pressure from below. 


Laparotomy was performed on May 27th, 1929, as it was not considered 
advisable to attempt a conservative operation on a woman of the age of 
this patient. The uterus was seen to be completely inverted, and the 
Fallopian tubes and ovarian ligaments had been drawn into the ring, 
on the rim of which was a small fibromyoma. The uterus and appendages 
were removed, and the patient made an uninterrupted recovery. The 
specimen was shown. The tumour on section was found to be a necrotic 
fibromyoma. 


AETIOLOGY. 


This has been discussed by many writers, and it seems generally agreed 
that in the large majority of cases the phenomenon is spontaneous. In 
these circumstances the inversion can only be produced by the action of 
the uterine musculature. It is to be noted, also, that in post partum 
inversion, when definite observation has been made by the reporter of the 
case, the placenta has almost invariably been situated centrally on the 
fundus uetri, and that when the inversion has been produced by a polypoid 
tumour this, too, has been attached centrally to the fundus. 


In 1908 several cases were reported in the British Medical Journal in 
which this position of the placenta was noted and Atthill' discusses the 
subject from this point of view. In 1911, Thorn,? who collected 521 cases 
of post-partum inversion from the literature, states that fundal insertion 
of the placenta is the chief factor in the causation of inversion, and he 
pleads for the exact site of attachment being recorded in all cases. 


Professor Blair Bell thought it was important that these facts, the 
spontaneity of the inversion, and fundal attaghment of the placenta or 
tumour, should receive more emphasis than they have been accorded, for 
they explain the expulsive nature of the factors leading to the phenomenon 
of inversion, and raise the question of the possibility of anticipating the 
event if we feel the upper segment of the uterus rounder and firmer than 
usual after delivery of the child. 
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Dr. H. H. GLeAve (Liverpool), introduced by. Professor Dibble, read a 
short paper on 


ENDOMETRIAL AUTOTRANSPLANTS IN THE RABBIT. 


He said that as a result of observations on 45 rabbits he had found 
that shavings of endometrium tied into a cut in the liver developed into 
cysts lined by endometrium, many hundreds of times larger than the 
original implant. The cysts were as large after 80 days as after 350. 
Fragments of uterus tended to regenerate a tiny uterus, spherical in shape. 
He had divided his rabbits into those in a condition of pregnancy or 
pseudo-pregnancy, and into those in cestrus. The papilliferous condition 
of the uterus seen in the former was exactly reduplicated in the endometrium 
of the cysts, and was due to the influence of the corpus luteum hormone. 
Similarly, the cestrous rabbit had a uterus showing blunt folds and the 
endometrium of the cysts was thick, and not papilliferous. After odphor- 
ectomy both uterus and cysts atrophied, but injection of 25 rat units of 
cestrin daily for a week restored the endometrium ,of both to the cestrous 
type. Injections of pulped endometrium into the ear vein had given 
negative results. ‘ 

In regard to the bearing of these experiments on human endometriosis 
he stated that from the observations in the literature it was evident that 
endometrium had greater power of growth than most tissues (e.g. peri- 
toneum, gastric mucosa, ovarian epithelium), only epidermis and fcetal 
cartilage approaching it in this respect. Vascularity of the site of 
implantation, or the presence of blood in the peritoneal cavity favoured 
the taking root of the implant. Human endometrium shed during 
menstruation had been found capable of growth in tissue culture. He 
considered the muscle of the implantation cyst was derived from the muscle 
of the graft and not by metaplasia of the local connective tissue. He 
considered his experiments afforded support for Sampson’s theory of the 
origin of endometrioma. 

Dr. HunTER stated that from his own experiments, previously reported 
in this Journal, he considered there were two factors in the growth of human 
endometrioma, the shedding of the endometrium, and some alteration 
(? inflammation) of the tissues at the site of implantation, 

Professor BLAIR BELL disagreed that the papilliferous or adenomatous 
condition of the rabbit endometrium was always..due to pseudopregnancy. 
It might appear as a result of long continued cestrus. 

Professor DiB.e said the experiments demonstrated that the endometrium 
of the cysts and uterus was in the same condition at any one time. 

Dr. GLEAVE replied briefly, and said he wished to express his thanks 
to Professor J. S. C. Douglas of Sheffield University, in whose department 
the work was done. 


Mr. LEYLAND Ropinson (Liverpool) showed 


A SPECIMEN OF SELF-INDUCED ABORTION 


in which a gold wishbone pessary was the offending agent. This had been 
introduced through the cervix when the patient was three months pregnant 
and abortion occurred the same day. The patient, herself, stated that the 
pessary had been in situ as a contraceptive agent for four months, but this 
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was disproved by the fact that the gelatine of the cap holding the two 
prongs was undissolved and could, therefore, not have been in utero more 
than a few hours. 


Dr. Datnow (Liverpool) described 
A CASE OF PARASITIC CysT. 

Mrs. S. G. aged 66, complained for the last five months of a burning 
sensation when passing water with polyuria during the day. Frequency 
followed any exertion. The patient seemed to be all right when she was 
at rest. Examination revealed a hard rounded mass in front of the uterus 
in the bladder region. X-ray, taken by Dr. Mather at the Southern Hospital, 
showed a large tumour in the pelvis whose walls were partially calcified. 
The tumour shown was embedded in the omentum and had no connexion 
whatsoever with the uterus. The operation was performed by Mr. Leyland 
Robinson. On sawing through the tumour the sebaceous-looking material 
shown was found. If this were washed away from the wall it revealed an 
irregular surface from which sprung numerous hairs. A decalcified section 
of the wall was shown under the microscope, and merely showed fibrous 
connective tissue with no definite epithelium. 

The point of interest was how the heavy tumour which was undoubtedly 
a calcified dermoid, got detached without causing any apparent symptoms 
and became situated in front of the uterus : 

This was discussed briefly by Messrs. PHiL.irs, DONALD and STAcEy. 


Dr. Datnow also described 
A CASE OF OVARIAN PREGNANCY. 


The patient, Mrs, M. aged 28, married five years, had had one child 
delivered by the forceps three years previously, and one miscarriage in 
November 1925, four years ago. There was no history of any missed 
periods nor any menstrual irregularity, the cycle being five days every 
30 days before confinement and subsequently five days every 28 days. The 
patient commenced to have slight, pain in the lower abdomen on the right 
side while hanging up some curtains about 11 o’clock in the morning. 
After lunch, she went out to do her usual shopping and the pains increased 
considerably. She visited a chemist who administered a draught arid she 
was admitted to hospital the same evening, extremely collapsed, very pale, 
with a pulse of 160, a temperature of 98 and the respirations up to 26. 
There was marked diarrhoea (for which he thought the chemist was to be 
thanked). Examination revealed general tenderness and rigidity most 
marked in the lower abdomen, especially on the right side. Mr. Wells 
operated and removed the specimen which consisted of a portion of the 
tight ovary, to the surface of which there was attached a good deal of blood 
clot. Sections showed a definite corpus luteum with masses of syncytial- 
like tissue embedded in blood, in one section also there was what he took 
to be a definite early chorionic villus. 

The Fallopian tube was quite intact and appeared healthy. The 
interesting points were (1) that there was no irregularity of the menses, 
in fact the patient denied the possibility of pregnancy, and (2) there was 


extreme collapse and a large amount of hemorrhage from so small a 
surface. 
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He thought Spiegelberg’s criteria for primary ovarian pregnancy had 
been fulfilled. 

1. The Fallopian tube on the affected side was intact. 

2. The foetal elements occupied the position of the ovary. 

3. It was connected with the uterus by the ovarian ligament, 

4. Definite ovarian tissue was present. 


Before concluding, Dr. Datnow said he would like to refer to a physical 
sign which he had felt in several cases of ectopic gestation, viz., a peculiar 
sensation which can be described as very faint balottement illicited in the 
pouch of Douglas, as though there were some small marbles floating in a 
fluid. ; 


EDINBURGH OBSTETRICAL SOCIETY. 


A Meeting of the above Society was held on 12th March, with the 
President, Dr. H. S. Davidson, in the Chair. 


Dr. LeirH Murray (I,iverpool) read a paper on 
MYOMECTOMY : A RECORD OF 154 CONSECUTIVE CASES. 


Dr. Leith Murray believed that myomectomy was not yet done as 
frequently as it should be. Conservation in gynzecology, although it could 
be overdone, was an excellent feature of our modern work. Women were 
marrying at a later age than formerly, and their uteri, therefore, were 
more likely to contain fibroids. He hoped to demonstrate statistically 
(t! that numerous fibroids—in his own experience the largest number re- 
moved had been 41—could be removed from the substance of the uterus as 
safely as the uterus itself could be: removed, and (2) that the after-results 
as regards comfort, menstrual function and safe fertility were satisfactory 
in. all but a negligible fraction of cases. 

Married women in the late thirties or early forties should not be sub- 
mitted to hysterectomy merely because they had been sterile for years : 
cases were quoted in confirmation of this statement. He did not think it 
right to interfere in any radical way with the natural probabilities of 
married life even in women with several children, provided that the 
fibroids necessitating interference could be removed with moderate ease. 

To broaden his statement and survey he had included in his paper 60 
cases in the non-pregnant woman already reported (Journ. of Obstet. and 
Gynecol., Brit. Emp., 1926, vol. 33, No. 2). Later information was avail- 
able in a good percentage of these. 

He emphasized the need for separating, in any statistical survey, cases 
of myomectomy in the-non-pregnant from those carried out during preg- 
nancy. The two operations were largely different in character and con- 
duct : in the former alone was an attempt made to remove every fibroid. 

Of 137 cases of fibroids operated on in the non-pregnant state, fibroids 
of ‘appreciable size were in each instance dug out of the musculature of 
the uterus; all intraligamentary fibroids were excluded. He detailed the 
contra-indications and expressed his belief that neither any variety or 
degree of degeneration nor infection, a very rare complication, was a real 
harrier. 
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The technique of the operation was outlined with special stress on 
hzemostasis. Mechanical or elastic clamps were considered unnecessary 
and there appeared to be no need to reduce the resulting uterine mass by 
any trimming or excision of excess : involution occurred just as well and 
as quickly without this additional step. Examination at the end of three 
months showed that the uterus was normal in size and shape whatever its 
outline was at the end of operation. He recommended that the uterine 
cavity be explored in all cases in which hemorrhage was a symptom. 


He discussed his series of 137 cases of myomectomy in the non- 
ptegnant woten under the headings of (1) statistical comparison with 
hysterectomy, (2) recurrence of fibroids and subsequent operations for any 
teason whatsoever, and (3) pregtiancies following operation. 


For three and a half years, ending December, 1929, he had carried out 
one myomectomy to 2.8 hysterectomies for fibroids: for the preceding 
two and a half years, the relationship had been one to 3.7. Only one case 
had ended fatally, by embolism (0.73 per cent) whereas his mortality for 
hysterectomy for fibroids was 1.5 per cent. Two cases of recurrence had 
been observed and in one of these the uterine cavity, which four years 
later contained a fibroid polyp, had been explored at the original operation. 
Of the first series of 60 cases, 35 women under the age of 42 had had a 
reasonable chance of pregnancy and of these, 34.3 per cent had had one or 
more pregnanicies since operation. The later series of 77 cases had already 
pioduced, in 49 possible cases, 22.4 per cent of pregnancies. For the total 


of 137 cases up to the end of 1929 the percentage of pregnancies was over 
27 per cent. 


Detailed analyses were given of the ages of the patients, the number 


and condition of the fibroids, symptoms leading to operation, convales- 
cence and after-histories. 


He called attention to the relatively small number (15) of patients 
operated on during pregnancy. He believed that many cases of acute 
necrobiotic degeneration could be tided over the danger period by re- 
peated doses of morphia and evidence of this was given. Of 10 cases 
operated on during pregnancy, six went to term or viability, three mis- 
carried within 24 hours—probably inevitably—and one died as the result 
of an injudicious operation carried out on a diabetic. Five cases were 
associated with a diagnosis of intrauterine death (three, strangely enough, 
proving to be hydatidiform moles). The patients all did well and two of 
them have had a further pregnancy. 


Of two cases at term with irreducible obstruction, one case was easily 
delivered, by Ceesarean section, of a living child and four fibroids, the 
largest, a red intramural fibroid, the size of a fist was removed; the other 
patient died of a low-grade peritonitis, six days after Caesarean section, 
with an extensive myomectomy which later did not, as a matter of fact, 
appear to have contributed to the final result. 


Dr. Murray concluded by stating that he had no reason to alter his 
opinion, expressed in 1925, that myomectomy was an operation of less 
difficulty and danger than was supposed, it was available in a very large 
percentage of cases of women of child-bearing age, and it should in such 
circumstances be considered preferable to hysterectomy. 
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Dr. EDWiIN ROBERTSON read a paper based on the work of the 
PREGNANCY DIAGNOSIS STATION 


which has been established at the Department of Animal Genetics in 
Edinburgh University. Specimens of urine are examined at the station by 
the Ascheim-Zondek test for pregnancy. This test, already widely des- 
cribed, is simple and only involves the injection of mice with the urine, 
and later a naked-eye examination for the presence of blood-filled follicles 
in the ovaries—the ‘blut punkt’ of Ascheim and Zondek. 

Microscopic examination of the ovaries shows that the action of the 
ptegnancy urine is one of maturation. The comparatively massive dosage 
used in the test probably deranges the maturation processes involved, thus 
producing the atypical hemorrhages seen in the follicles. The ovary- 
stimulating factors in the pregancy urine are similar to the ovary- 
stimulating factors which can be extracted from the placenta, not only in 
the type of reaction produced in the ovary, i.e., maturation, but also in 
being destroyed, precipitated, and dissolved by the same agents. Therefore 
the active substances in the urine are probably only products of the 
placenta, excreted for some reason, as yet undefined. Hence a positive 
test is a placental sign’ ahd means, at least, the presence of placental 
elements. Now the function of the ovary depends upon extra-ovarian 
factors, which are for the most part situated in the anterior lobe of the 
pituitary, and it has been shown that the ovary-stimulating powers of the 
placenta are similar to those of the anterior lobe of the pituitary. Wiesner 
has explained this mutual relationship in a most convincing way. ‘The 
internal secretion of the ovary is necessary for the inception and mainten- 
ance of the conditions of pregnancy and the stimulus of the placental 
hormou. is sequired for the continuation of the ovarian function beyond 
the initig: puase which occurs under pituitary influence.’’ This particular 
réle of the pituitary and the activity of the placenta are reflected in the 
urine of pregnancy, therefore urine which will produce ovarian matura- 
tion is probably from a pregnant patient. 

The results of the station incorporate 907 tests, of which 479 have been 
controlled and found correct. Of these 288 were positive and 179 were 
negative. Thirteen additional cases were labelled incorrect, but four of 
these were so designated through a misinterpretation of the test result by 
the clinician. Therefore, with only nine incorrect results out of 479 tests, 
the degree of accuracy of the test is about 98.12 per cent. 

Apart from the diagnosis of pregnancy the test is useful in detecting 
the presence of active placental elements and also hydatidiform mole and 
chorion-epithelioma. Incomplete abortions, ectopic pregnancies, missed 
abortions and cases of retained placenta have all conformed to the rule 
that if the elements present are alive and active a positive result will be 
obtained and vice versa. It is thought that both hydatidiform mole and 
chorion-epithelioma are extremely active in the production of the ovary- 
stimulating substances and that the presence of lutein cysts in association 
with these conditions is strong evidence in favour of this view. 





